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ORIGINAL COMMUNICATIONS. 


TREATMENT OF RHEUMATISM IN CHILDREN.?! 


BY J. P. CROZER GRIFFITH, M.D., 


Clinical Professor of the Diseases of Children in the University of Pennsylvania. 


Though not always true, yet as a rule, 
to understand thoroughly the therapeutics 
of an infection, we must at least have a 
correct conception of its nature and cause. 
Unfortunately as regards rheumatism, in 
spite of all the study given to it we know 
merely that it is very probably an infectious 
disorder, while of some of the other dis- 
ease manifestations called rheumatic we 
are entirely uncertain as to their real nature 
or their actual relationship to the acute 
articular affection. Our knowledge of the 
therapeutics of rheumatism is therefore 
necessarily purely empirical and _ unsatis- 
factory. 

Acute Rheumatism.—‘‘Articular” as a 
qualifying word is to be avoided in this 
connection since it is especially in chil- 
dren that rheumatism manifests _ itself 
in many other ways than by involve- 
ment of the joints. Articular symp- 
toms are indeed often absent or but slightly 
developed at this period. Tendinous nod- 
ules, tonsillitis, chorea, erythema, or in- 
flammation of the endo- or pericardium 
may be the first or the only lesion occur- 
ring, or these may be variously combined, 
or one or more of them appear in connec- 
tion with articular involvement and _ in 
varying sequence. These different lesions 
are therefore not to be regarded as com- 
plications of rheumatic arthritis in children, 
but as independent evidences of rheu- 


1Part of a symposium on Rheumatism in Children 
read before the Philadelphia Pediatric Society, February, 
1908. 


matism. This is to be borne prominently 
in mind in discussing treatment. 

Although the attacks of rheumatism in 
children are probably less severe than in 
adult life, yet much greater tendency to 
recurrence of some form of the disease is 
shown in young subjects. This renders 
prophylaxis especially important. Particu- 
lar precautions in rheumatically disposed 
children, or in those with a rheumatic in- 
heritance, must be taken against overheat- 
ing, exposure, and overfatigue. Not that 
the child should be kept constantly in a 
warm room—quite the reverse. The room 
indeed should be cool rather than too warm. 
The underclothing should be warm, prefer- 
ably of wool, yet not so warm that perspira- 
tion is occasioned by slight exercise. Since 
the child lives near the floor, where draughts 
are most felt, there is great danger of chill- 
ing if this precaution is not observed. 
After free perspiration from active exercise 
out-of-doors the child should not be al- 
lowed to sit or stand about unprotected. 
After accidental wetting it should be 
quickly undressed, rubbed vigorously until 
dry and warm, and redressed in dry cloth- 
ing. Careful, systematic hardening should 
be sought by use of moderately cool baths, 
preferably of salt water, followed by vigor- 
ous friction. In many cases change of 
climate is of great value, especially for the 
spring and winter months; dry, warm, 
equable climates being preferred, since cold, 
damp regions distinctly favor the develop- 
ment of the disease. High altitudes, how- 
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ever, although dry are not favorable, as 
the changes from hot to cold are too sud- 
den. The influence of diet is questionable. 
The eating of meat rather than of starch 
has been recommended, but the effect does 
not seem to be proven. 

As tonsillitis is often the earliest mani- 
festation of rheumatism, or, according to 
other views, as it is probable that the germs 
of rheumatism enter by way of an inflamed 
tonsil and spread thence to other parts of 
the body, the necessity of combating quickly 
lesions of the throat is at once evident. 

Treatment of the Attack.—External 
treatment: The first indication, whatever 
the situation of the rheumatism may be, is 
to keep the affected part completely at rest. 
This is best done by putting the patient to 
bed in order to diminish the amount of 
blood supplied. Should fever be present 
this is imperative. Moreover, as it is not 
always possible to recognize the time of de- 
velopment of a peri- or endocarditis the 
rest in bed is a useful precautionary meas- 
ure. The confinement to bed should con- 
tinue for at least a week after the disap- 
pearance of articular inflammation or other 
symptoms of the disease. Inflamed joints 
should be wrapped in cotton, and some- 
times immobilized by splints. Warm water 
should replace cold in washing any inflamed 
portion. The handling of the child should 
be of the gentlest in order to avoid giving 
pain. Various applications have been ad- 
vised, among them one of the most trust- 
worthy being ichthyol. Another favorite 
remedy is oil of gaultheria in full strength 
or in a 10- or 15-per-cent ointment if irrita- 
tion of the skin is readily produced. 
Mesotan and spirosal have been used locally 
with good results. Gentle compression of 
inflamed joints by bandaging is often ser- 
viceable. The employment of the Bier 
method of passive congestion is worthy of 
trial. 

In rheumatic endo- or pericarditis the 
application of an ice-bag is considered ser- 
viceable ; certainly it often relieves the pain. 
Blistering over the pericardium is a severe 
method not often applicable to children and 
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of questionable benefit. In cases of ton- 
sillitis antiseptic applications should be 
made to the tonsils, one of the best in my 
opinion being the tincture of the chloride of 
iron. For the hyperpyrexia which is oc- 
casionally seen cool bathing may be needed. 
The benefit obtained is generally greater 
than from the employment of internal anti- 
pyretic drugs. 

Internal medication: Many drugs have 
been recommended, but few have shown 
evidence of being useful and have con- 
tinued to be employed. Two methods of 
treatment are still especially in vogue: first, 
that by salicylic acid in some form, and 
secondly, that by alkalies. In my experi- 
ence salicylate of soda is well tolerated by 
children, and in comparatively large doses. 
Sufficient should be given to produce some 
decided result—perhaps enough to cause 
slight deafness and buzzing in the ears, but 
not pushed beyond this. It is claimed that 
depressing effects may follow the adminis- 
tration of salicylates in large doses in some 
cases, and some authors consequently recom- 
mend salicin in place of it. I have myself 
never seen any depression follow the use of 
the salicylates, possibly because I have 
avoided extremely large doses. The salicy- 
lates in large amount are also contraindi- 
cated if nephritis complicates the disease. 
The drug certainly relieves pain and appears 
to me capable of abbreviating the attack in 
many instances; but it is difficult to prove 
this, and it is certainly without influence in 
preventing the development of cardiac in- 
volvement. Rheumatic tonsilitis is promptly 
relieved by the administration of salicylate 
of soda, and pleural effusion of rheumatic 
nature will often quickly disappear under 
this treatment. Much has been written to 
prove that salicylic acid compounds are 
without real value in rheumatism. Cer- 
tainly, however, we have as yet no other 
drugs which offer any greater hope for 
benefit to be obtained by their use. 

Salipyrin has been recommended to take 
the place of the salicylates. The taste is 
unpleasant, and on this account salophen is 
to be preferred for administration to chil- 
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dren. The latter drug, however, although 
useful, does not exert the rapid effect 
which follows the exhibition of the salicy- 
lates, at least in such dose as can be used 
safely. Aspirin is useful in many cases, and 
asaprol has _ been recommended. 
Salol cannot well supplant the salicylates 
and should not be given in large dose to 
children, as it is capable of producing symp- 
toms of carbolic acid intoxication. 

It is very important after the attack of 
rheumatism appears to be over to avoid 
early exposure lest a relapse occur, and to 
continue the use of salicylic acid for a con- 
siderable time in diminished doses. 

The administration of alkalies in large 
amount is an old-time favorite therapy for 
rheumatism. These should certainly be 
given, alone or in combination with the 
salicylates, when the urine is decidedly acid, 
5 to 15 grains of bicarbonate of soda or of 
acetate of potash being exhibited every 
three or four hours at from five to ten 
years of age. Statistics seem to indicate 
that the employment of alkalies has some 
power in preventing the development of 
cardiac involvement. The fruit juices, it 
is to be remembered, are to be classed 
among the alkalies in their therapeutic 
action. 

In this connection may be emphasized the 
importance of watching carefully the con- 
dition of the heart in all cases of tonsillitis, 
arthritis, and chorea, and of insisting upon 
absolute rest in bed at the very beginning 
of cardiac involvement. A specific serum 
treatment is to be hoped for if the disease 
can be proved to be undoubtedly an in- 
fectious one and the germ positively iso- 
lated. The injection of a streptococcus 
serum has been tried by Menzer and others 
with the hope of diminishing the frequency 
of cardiac involvement. No very positive 
results have as yet been obtained. Weiss 
has employed serum obtained from rheu- 


highly 


231 


matic patients, but with no very certain 
success. 

After convalescence from rheumatism de- 
bility and anemia often require prolonged 
treatment. Cod-liver oil and iron are now 
useful, and change of air is of great value. 

Chronic Rheumatism.—This is a form 
particularly resistant to treatment. Here 
we need to make a diagnosis between rheu- 
matoid arthritis on the one hand and the 
affection of the joints described by Still on 
the other, neither of them being susceptible 
of much benefit. When it is evident that 
we are dealing with subacute or chronic 
forms of rheumatism we shall probably gain 
little by the continued employment of the 
salicylates or the alkalies. Perhaps nothing 
is so serviceable now as the hydrothera- 
peutic measures which may be employed at 
sulphur and other hot springs, such as Aix- 
les-Bains, Teplitz, Wiesbaden, Bath, Hot 
Springs of Virginia, or other hot springs 
of this country. Constant mild counter- 
irritation of the joints with iodine is of 
service. Cod-liver oil, arsenic, iodide of 
iron, and hydriodic acid now find a useful 
place. Prominent, too, here is the appli- 
cation of dry heat, which is often extremely 
serviceable in subacute cases. 

The injection into the tissues of fibrolysin 
has been recommended by Salfeld. 

Muscular Rheumatism.—The relation of 
this condition to other forms of rheumatism 
is uncertain. Unquestionably in many in- 
dividuals who have at times rheumatic 
arthritis there appears to be a special ten- 
dency to the development of involvement of 
the muscular or aponeurotic tissues. In 
other cases this occurs repeatedly, although 
no articular involvement has ever been ob- 
served. The internal treatment applicable 
for acute rheumatism in general is of value 
in muscular rheumatism also, and in ad- 
dition the employment of local measures, 
such as counter-irritation, heat, electricity, 
and massage. 








THE MEDICAL TREATMENT OF GONOCOCCUS INFECTION IN WOMEN. 


BY ELLICE MC DONALD, M.D., NEW YORK, 


Instructor in Obstetrics, College of Physicians and Surgeons; Clinical Assistant in Obstetrics, Vanderbilt Clinic; 
Instructor in Obstetrics, New York Post-Graduate Medical School and Hospital. 


The medical treatment of gonococcus in- 
fection in women is a subject which has 
been neglected by obstetricians and gyne- 
cologists, and left to be developed by the 
general practitioner. These two classes of 
specialists seldom see women with gono- 
coccus infection, when the medical treat- 
ment can be of avail. The obstetrician sees 
gonococcus infection in the puerperium, but 
the further extension and continuance of 
the disease is usually overlooked or con- 
sidered to be due to the minor disturbances 
of the convalescence from childbed. It is 
uncommon for a woman suffering from this 
affection to be referred to the gynecologist 
until the infection has extended beyond the 
confines of the uterus, causes decided pelvic 
symptoms, and is not suitable for medical 
treatment. 

However, the great prevalence of the in- 
fection, its tendency to extend to the Fal- 
lopian tubes, to cause salpingitis and pelvic 
peritonitis, and the possibility of its cure in 
the early stages of a vulvar and cervical 
invasion, should encourage investigation in 
regard to the prevention of its extension 
and cure in the early stages of the disease. 

Interest in the cause and extension of the 
disease dates from Noeggerath’s' classic 
monograph in 1872, which was based upon 
his own clinical experience and was written 
before the discovery of the microorganism. 
He stated that 80 per cent of married men 
had gonorrhea, that 90 per cent of these had 
never been cured, and that of every five mar- 
ried women three had gonorrhea. These de- 
ductions seemed to be extravagant, but 
were finally more or less accepted by the 
profession after their partial confirmation 
by Zweifel and Sanger,” who claimed that 
18 per cent of married women had gonor- 
rhea. However, recent statistics have been 
adduced by Erb* which give a much smal- 
ler percentage of marital infection as the 


result of a previous gonorrhea in the male. 
Erb in his first paper collected the records 
of 2000 male patients, and concluded that 
about 49 per cent of men had gonorrhea 
before marriage and that 45 per cent re- 
covered, so that no traces of the disease were 
left. He concludes that not more than 4.5 
per cent of married women are seriously 
infected with gonorrhea. In a later paper* 
he continues his study and adds 400 cases 
of male patients, stating that the proportion 
of wives suffering. from the consequences 
of gonococcus infection is even less than 
the 4.5 per cent of his former statistics. 

These statistics were attacked by Blasch- 
ko® and Vorner, who called attention to 
the fact that the statistics refer to a limited 
class and that they are based on the state- 
ments of patients. 

It is probable, however, that the truth 
lies nearer Erb’s statements than the sweep- 
ing ones of Noeggerath. Erb’s percentage 
of infection of married women may be low, 
but even at that percentage it means that 
a considerable proportion of the community 
is infected by the gonococcus. When the 
infection in unmarried women is added to 
Erb’s percentage, which may be taken as a 
fair and low estimate of the amount of in- 
fection in married women, it means that 
more than one woman in every twenty is in- 
fected by the gonococcus. Such prevalence 
surely warrants investigation and study of 
the cause and cure of the disease. 

Many investigators of this infection be- 
lieve that it is incurable, but more recent 
observations show that it not only may be 
but often is cured. Leipmann® believes that 
the affection is often cured, and that in one- 
half of the cases the infection does not rise 
above the internal os. There is no doubt 
that vulvar and cervical gonococcus infec- 
tion may be cured without its extension to 
the uterus and tubes, and if it is not directly 














cured, its extension upward may be pre- 
vented by appropriate treatment. 

The infection is seldom ac- 
quired by other means than sexual inter- 
course, although in little girls it is quite 
common for extra-sexual infection to occur, 
and numerous epidemics of gonococcus 
vulvovaginitis have been reported from chil- 
dren’s hospitals. 


in women 


The first site of the infection may vary 
considerably, but the organism is more 
commonly found in the urethra. Laser? 
in 353 cases of gonococcus infection found 
the organism in the urethra 111 times, 7 
times in the vagina in 180 cases, and 21 
times in the cervical canal in 67 cases. In 
four-fifths of the 111 cases of urethral in- 
fection there was no macroscopic evidence 
of a urethritis. The organism may be fre- 
quently demonstrated in the urethra, when 
there is no visible secretion. 

The tendency of the organism to attack 
the non-stratified epithelium accounts for 
its distribution in the genito-urinary tract. 
The small glands of the vulva and urethra 
are peculiarly susceptible. Infection of 
Skene’s glands of the urethra and Bar- 
tholin’s glands is most common. In the 
infection of Bartholin’s: glands it is not 
usual for the entire gland to be infected, 
but only the duct. If deep infection of the 
gland results, it is more commonly from a 
mixed infection. The red orifice of Bar- 
tholin’s glands .may be frequently seen in 
this infection. Vulvovaginal abscess is a 
comparatively uncommon complication. It 
happens quite commonly that when this 
gland becomes infected the duct and open- 
ing become patulous and may admit a probe. 
This is most common in the exacerbation 
of the disease which occurs in the puer- 
perium. 

The vagina offers a large surface for in- 
fection to the gonococcus, but is seldom at- 
tacked on account of its protective strati- 
fied epithelial covering. The infection 


passes this obvious location to the more 
common sites of inflammation—the urethra, 
the glands of Bartholin and Skene, and the 
The cervical glands 
attacked ; 


glands of the cervix. 


are most commonly infection 
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may cause obstruction of their secretion and 
persist in them for a long time. The cervix 
is usually swollen, enlarged, and congested, 
the cervical glands are often felt as small 
cysts from obstruction of their ducts, and 
a profuse discharge usually accompanies 
the endocervicitis. The 
may even penetrate the cervical canal to 
involve the uterine glands and mucosa. 
The line of separation of uterine and cervi- 
cal mucosa is not usually exact, but, as has 
been shown by Ashoff,® the cervical endo- 
metrium with the glands extends usually 
about two-thirds of the way up the cervical 
canal, while the upper third of the canal 


microorganisms 


is commonly lined by endometrium like the 
uterus, save that the mucosa forms deeper 
and less regular indentations in the muscu- 
lature. This is at the level of the circular 
vein. 

The infection thus may involve both sur- 
faces of the cervix and infect the cervical 
glands both within and without the cervical 
canal. 

The endocervicitis caused by gonococcus 
infection may follow upon or precede a 
urethritis or an inflammation of the glands 
of Bartholin; but the cervical inflammation 
is usually the most resistant to treatment 
and may persist for years. 

An inflammation of the trigone of the 
bladder is a frequent accompaniment of 
endocervicitis and gonococcus infection 
generally, as has been shown by a report 
of a number of cases of bladder inflamma- 
tion, studied cystoscopically by the author.® 

Bladder inflammation is the rule in gon- 
ococcus infection of the cervix, but may 
either precede or follow the cervical in- 
volvement. The close attachment and as- 
sociation of the uterus and bladder ex- 
plains this phenomenon. The enlarged hy- 
pertrophied cervix with its congested ves- 
sels causes an extension of the inflammation 
and congestion to the trigone of the blad- 
der. A history of frequency of urination 
is one of the most reliable symptoms of past 
gonococcus infection, and is particularly 
significant when this frequency is associated 
with purulent vaginal discharge. The esti- 
mation of frequency of urination is best 
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obtained by asking the patient if she has had 
to arise at night to urinate. The number 
of times of urination at night is usually a 
fair estimate of the severity of the bladder 
condition, and in this way a history of the 
onset of infection may usually be obtained. 

The essential lesions of a gonococcus 
infection of the lower genitalia are inflam- 
mation of the urethra, glands of Bartholin 
and Skene, and of the cervix of the uterus. 

The inflammation may be noted in the 
vulvovaginal glands by the red orifices of 
the inflamed ducts, the “macula gonor- 
rheica” of Sanger. These orifices are, in 
acute inflammation, often open and patu- 
lous, exuding a creamy pus: this condition 
is most common in the puerperium, when 
the softened tissue affords little resistance 
to the inflammation. The infection of these 
ducts may be caused by other organisms, 
as the staphylococcus, but in the great ma- 
jority of cases the cause is the gonococcus, 
although secondary infection with other 
pus-forming organisms frequently follows. 

Gonococcus infection usually involves the 
whole length of the short female urethra 
and commonly spreads to the trigone and 
base of the bladder. Skene’s glands, once 
involved, form a nidus of infection for the 
urethra. The organisms are often found 
when no pus is present. The urethritis is 
usually easily relieved, but the infection of 
the trigone of the bladder is very resistant 
to treatment. 

Gonococcus vaginitis is a term which is 
frequently misapplied and which is com- 
monly used to refer to gonococcus endo- 
cervicitis. True gonococcus vaginitis oc- 
curs infrequently, but it is sometimes seen 
in infection of the softened, bruised tissues 
of the puerperium, in young children, and in 
exacerbations of a chronic gonococcus in- 
fection which may occur at the menopause. 
This lesion is not usually resistant to treat- 
ment by douches. 

The most common lesion of gonococcus 
infection, however, is an endocervicitis. 
This is usually noted as a hypertrophied, 
inflamed, and patulous cervix, causing a 
purulent discharge. Small eminences of ob- 
structed cervical glands or cysts may be 
frequently seen and felt; there may be so- 
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called erosions or excoriations upon the 
cervical lips. 

The accurate diagnosis of gonococcus in- 
fection, of course, depends upon the micro- 
scopical recognition of the specific double 
biscuit-shaped organism. This is best done 
by taking smears from the urethra and cer- 
vix. Gonococci can be recovered from the 
urethra even when no macroscopic evidences 
of pus are present. Smears taken from 
within the cervical canal, as a rule, give the 
best results, as has been shown by a study 
by Stone and the writer!® of gonococcus 
infection in the puerperium. 

The smears should be stained by Gram’s 
stain or by the more convenient Jennen’s 
blood stain, which-is very useful for this 
purpose. The organism lies within the 
leucocytes and pus cells, but may be extra- 
cellular, and it is stated by Wynn" that 
the more active the lesion the more com- 
monly are the cocci found extra-cellularly. 

The organism is difficult to cultivate, but 
upon special media this may be overcome. 
Media containing blood or blood serum 
give the best results. Serum glucose-agar, 
upon which a drop of freshly drawn blood 
is spread, gives good results. Blood serum 
and ascitic fluid are also useful. Jellied 
blood serum in connection with glycerin- 
agar is also of value in its growth. Kiefer’s 
special medium for cultivation of the gono- 
coccus is perhaps the most satisfactory. It 
consists of 3.5 per cent agar, 5 per cent 
peptone, 2 per cent glycerin, 0.5 per cent 
sodium chloride, and one-third by volume 
of sterile ascitic fluid. Meyer!? used this 
medium in 90 cases and obtained positive 
results by culture in 87 cases, while the 
organisms were found microscopically in 
58 cases. The writer has found this the 
most satisfactory of the various media. 
The colonies usually show in twenty-four 
hours as minute grayish translucent spots, 
and after forty-eight hours are well de- 
veloped. They are circular and translucent 
with sharply defined margins and are 
brownish, denser, and granular toward the 
center. No growth will occur upon or- 
dinary agar, or broth. Bruschettini and 
Ansaldo!® also use media containing blood 
and white and yolk of egg, with which they 
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report very good results in the cultivation 
of the organism. 

While these bacteriological methods are 
of use in the diagnosis of the condition, 
microscopic examination of the cellular ele- 
ments of the discharge is also of value. 
For this purpose vaginal discharges may 
be divided into simple leucorrhea and dis- 
charge of infections. Simple vaginal leu- 
corrhea shows macroscopically many flat 
vaginal cells which stain well with many 
similar degenerated cells which do not stain 
as well. There are disintegrated cellules 
with proliferating nuclei, lymphocytes, and 
numerous cocci and bacteria, amongst 
which Doederlein’s bacillus is common. 

The secretion of gonococcus infection, on 
the contrary, shows microscopically but few 
normal flat vaginal cells or columnar cells 
from the cervix, and numerous degenerated 
vaginal or cervical epithelial cells; there are 
many polymorphonuclear leucocytes, indi- 
cating the suppurative process, and few 
lymphocytes. The bacteria are few in num- 
ber, but the gonococcus is frequently 
present. 

The cause of the disease may be traced, 
as has been shown by Harmsen,'* by the 
different cellular elements. At the onset 
the polynuclear leucocytes are usually 
found before the gonococci may be recog- 
nized microscopically, and, with the abate- 
ment of the affection, the leucocytes and 
gonococci are replaced by epithelial cells 
and the microdrganisms normally present. 
Siredey and Bigart’® also show that the 
microscope is of some value in following 
the course of the disease and in distinguish- 
ing between acute and chronic processes. 
Long bacilli streptococci are found oftenest 
in normal secretions, while short cocci are 
often found in infected discharges. The 
reappearance of the ordinary forms is thus 
an evidence of improvement. 

The gonococci may be best recovered 
from the vaginal secretions after some irri- 
tation or congestion. The best results are ob- 
tained from smears taken after menstrua- 
tion and after the sixth day of the puer- 
perium, when the lochia of infected patients 
shows many pus cells. Often, however, 
when an infection is very chronic, it is dif- 
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ficult to recover the organism, unless the 
smears and cultures can be taken at propi- 
tious moments, as after menstruation. 

In making a diagnosis in these cases the 
history is often of value. A history of leu- 
corrhea or purulent vaginal discharge and 
frequency of micturition following upon the 
first menstruation after marriage or coitus 
is often due to a specific infection. There 
may be sometimes obtained a definite his- 
tory of burning and scalding of urine 
caused by a urethritis. But the usual his- 
tory is one of leucorrhea which is worse 
after each menstruation, and of frequency 
of urination at night which is caused by a 
trigonitis, and which becomes worse, as a 
rule, after chilling or taking cold. Hence 
the expression is common amongst women 
of having “taken cold in the bladder.” 
These symptoms are not, as a rule, sufficient 
to cause much disturbance on the part of 
the patient, but are often the result of 
gonococcus infection of the genitalia. 

The course of the disease is affected by 
a number of influences. The youth of the 
patient is a direct factor in its virulence: 
the soft tissues of the young girl offer a 
good nidus and little resistance to the or- 
ganism. This is shown by the virulence 
of the epidemics reported in children’s hos- 
pitals and clinics. 

In the adult, however, the four factors 
which influence the course of the disease 
are: (a) menstruation, (b) coitus, (c) 
pregnancy, and (d) curettage. 

Menstruation and any congestion have 
apparently a direct effect upon the disease. 
In an infected woman the evidences of the 
disease do not show, as a rule, until after 
the first menstruation has passed. This is 
well shown in infection in the newly mar- 
ried, where the leucorrhea begins after the 
first menstruation. There is usually in the 
acute stages an exacerbation of the dis- 
charge after each menstruation. The mi- 
croorganism may be more readily discov- 
ered in the vaginal discharge immediately 
after the menstruation. 

Coitus should be restricted, if not com- 
pletely abolished. Of course, care should 
be taken to see that the husband is com- 
pletely cured of the disease, for the addi- 
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tional injury of repeated fresh infections 
gives no hope for a cure of the disease in 
the woman. But in addition to this, coitus 
itself, and particularly excessive coitus, has 
an evil effect upon the disease. The con- 
gestion and traumatism prevent the prog- 
ress to a cure. 

Pregnancy has a distinctly bad effect 
upon gonococcus infection. This is not 
particularly noted during the pregnancy 
itself, but after childbirth the disease, 
which was before latent, usually lights up 
and very commonly spreads to the uterus 
and Fallopian tubes. The influence of labor 
upon a preéxistent gonococcus infection is 
most marked. The softened tissues, the 
bruised vagina, and large raw surface of 
the puerperal uterus offer a splendid culture 
ground for the organism. It usually ex- 
tends by the mucous membrane, but may 
penetrate the softened uterine muscle. Ex- 
tension to the tubes is a common result, and 
late disturbances are the rule. This is well 
shown by 17 cases of puerperal gonococcus 
infection reported by Stone and the au- 
thor,1® amongst which 12 had rises of tem- 
perature to about 100° F., and the average 
duration of the fever was 4.1 days. The 
fever in all cases was very irregular and 
followed no definite curve. 

The gonococcus was best found in the 
lochia after the fifth day of the puerperium, 
when pus cells appeared. The lochia was 
usually finally replaced by a purulent dis- 
charge. The organisms were most fre- 
quently found in smears from the interior 
of the cervix. In 9 out of the 17 cases 
there were clinical symptoms of pain and 
abdominal rigidity, indicating extension of 
the disease to the Fallopian tubes and pelvis. 
Operation was done for pyosalpinx in 3 
of the 17 cases—in 2 one year after the 
puerperium, and in 1 for ruptured pus tube 
eight days after delivery. These 3 cases 
were known to the author, but no definite 
effort was made to trace the other cases, 
so that it is not known whether there were 
more than three cases with resultant pyo- 
salpinx or purulent salpingitis. 

The gravity of puerperal infection with 
the gonococcus has only recently been 
studied, and the different views may be 
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reconciled by the fact that the gonococcus 
is difficult of cultivation and can but rarely 
be demonstrated in the lochia before the 
fourth or fifth day, when pus cells are nu- 
merous. Cultures and smears are usually 
taken earlier in the puerperium and are 
often obscured by blood. Special gono- 
coccus media are seldom, but should always 
be, used in every study of puerperal infec- 
tion, as the organism does not grow on the 
ordinary media. These findings have been 
confirmed by Mayer! and by Little.*® 

The gravity of this condition exists not 
so much in its prime infection and imme- 
diate constitutional results, as in the more 
remote results of extension of the disease 
to the tubes and pelvis some time after the 
puerperium. It is well known that the 
streptococcus infection results in slight an- 
atomic alterations of the pelvic organs after 
recovery from the infection; but the re- 
verse is true of gonococcus infection, where 
marked alteration of tissue is the rule and 
spontaneous recovery from pelvic disease 
from this cause the exception. This is well 
shown by the series above quoted, where 
three cases were operated upon and six 
other cases showed slight pelvic symptoms 
in the puerperium, while the other eight 
cases were not traced after that time. Pel- 
vic and tubal disease is often ascribed to 
puerperal infection and miscarriage, when 
the etiological factor is often gonococcus 
infection which may be lighted up after the 
delivery, and which may be the cause of 
the miscarriage, as three of the 17 cases 
had miscarriages ascribed to this infection. 

An ill-advised curettage is often the di- 
rect cause of extension of a gonococcus in- 
fection about the cervix and to the tubes. 
The gonococcus infection may cause dys- 
menorrhea and profuse menstruation. The 
dysmenorrhea may result from the involve- 
ment and alteration of the cervical tissue, 
which causes a condition analogous to the 
elongation and stenosis of the cervix. An 
increase in the amount of menstruation, 
however, is more commonly a result of in- 
fection of the uterine cavity and a true 
gonococcus endometritis. This usually 
continues, to become an atrophic endo- 
metritis with lessened menstruation. The 











danger of curettage in these conditions may 
be seen in six cases reported by Holden™ 
in a study of dysmenorrhea. In these cases 
at the time of curettage the pelvic organs 
were noted as “apparently normal,’ while 
months afterward the patients returned 
with pelvic inflammatory disease and were 
operated upon and their Fallopian tubes ex- 
cised. Two cases of tubal disease have been 
operated upon by the author during the 
last six months, in which the extension of 
the disease dated from such curettage; in 
both cases the tubes were markedly dis- 
eased. 

Thus it may be seen that surgical means 
have no place in the treatment of gonor- 
rheal disease until it has first extended to 
the Fallopian tubes, save when evacuation 
of a vulvovaginal abscess is necessary. 
Curettage by baring a raw surface in the 
uterus and by causing congestion and exu- 
dation offers a direct means for the ex- 
tension of the infectious disease’ to the 
pelvic organs. 

The chief indications in the treatment of 
gonococcus infection of the lower genitalia 
are rest and cleanliness. Rest of the parts 
may be obtained by not permitting preg- 
nancy or coitus, and as the menstruation 
has a direct effect upon the course of the 
disease the patient should be urged to rest 
during this time, particularly in the more 
acute stage of the disease. 

Cleanliness is best obtained by the use 
of alkaline douches. The common bichlo- 
ride douche is irritative and inefficient, as 
it has been shown that bichloride of mer- 
cury is of no use as an antiseptic in the 
presence of albuminous material, such as 
pus or leucorrheal discharge. It is also 
only efficient as an antiseptic in strongly 
acid solutions, and very little albuminous 
material will neutralize a large amount of 
the antiseptic. The process of douching is 
one which requires a solvent of purulent 
matter, as the liquid is not retained long 
enough to have any decided antiseptic ac- 
tion, unless in such strength as to work 
harm to the tissues in which the gonococci 
lurk. The otologists have proved in the 
treatment of suppurative otitis media that 
bicarbonate and sulphate of sodium solu- 
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tions give the best resylts as solvents of 
mucus and pus. These may be used in the 
treatment of gonococcus infection in the 
proportion of sodium bicarbonate 3ij and 
sodium sulphate 3j to the quart. If pus 
predominates in the discharge, the sodium 
sulphate should be increased to 3ij, as it is 
a better solvent of purulent material than 
is the bicarbonate. The douche should be 
at least two quarts and given upon a douche 
pan. 

Hot sitz baths are also of use, especially 
where the vulva and skin of the thighs are 
excoriated and irritated by the vaginal dis- 
charge. 

For purposes of cleansing the cervix, 
vagina, and vulva, crude pyroligneous acid 
may be used on a cotton swab to cleanse 
the parts before other applications are 
made. This substance is most efficient for 
the purpose and is not irritating. 

The treatment of the inflammation of the 
vulvovaginal gland and of excoriations 
upon the cervix is best done by applica- 
tions of tincture of iodine or a solution of 
iodine 1:100 in water and potassium iodide. 
This substance is one of the most efficient 
tissue antiseptics and has a very good ef- 
fect upon infected surfaces. The patulous 
orifices of the vulvovaginal gland will often 
permit injection of the iodine. The appli- 
cations should be made directly to the dis- 
eased part, and then the excess should be 
wiped off, as the substance is too irritat- 
ing and spreads on the surface too easily 
to remain in excess. This treatment should 
not be repeated more often than once in 
three or four days. 

There is often associated with the irritat- 
ing discharge a pruritus or irritation of the 
vulva. This usually extends some little 
way within the vagina, and this should be 
kept in mind during its treatment. After 
the alkaline vaginal douche is used, the 
parts should be wiped dry with cotton-wool 
(absorbent cotton should not be used), and 
strips of cotton-wool soaked in carbolic acid 
solution 1:40 should be laid over the irri- 
tated areas, one inch of one strip passed 
into the vagina, and the whole kept in 
place over night by a T-bandage. In the 
morning an ointment may be applied con- 
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taining adrenalin chloride 1:1000, or, as 
the condition improves somewhat, an oint- 
ment of carbonate of bismuth made up with 
lanolin and with glycerin added to diminish 
the thickness. Ointments are better than 
washes in this condition, as they protect the 
parts from the scalding discharges. If the 
condition is very severe, pilocarpine in one- 
eighth to one-quarter grain doses is often 
effectual in allaying the itching. It should 
be remembered that treatment must be made 
within the vagina, as the irritation and con- 
gestion often extend some distance up. The 
alkaline sitz baths, with half a pound of 
sodium bicarbonate to the usual size of sitz 
bath, are often of use, when the condition 
is extensive. 

The treatment of the inflamed cervix 
must be directed to the infected cervical 
glands. The only successful procedure in 
these cases is to destroy the glands, be- 
cause their inaccessibility makes destruc- 
tion of the cocci impossible without destruc- 
tion of the cervical glands themselves. This 
may be done by the injection into the in- 
fected glands and beneath the mucous mem- 
brane of lactic acid by means of a hypo- 
dermic syringe, as has been advised by 
Chandler.2° The vagina is cleansed and 
the cervix exposed. An ordinary hypo- 
dermic syringe loaded with pure lactic acid 
is inserted into any of the infected glands 
which show prominently from their en- 
cysted contents causing bulging, and the 
acid is also injected in a number of places 
on all sides of the cervix. This may be 
done at one sitting, but had better be spread 
over several treatments. If there are a 
number of encysted nodular glands contain- 
ing pus and a glairy mucus, they may be 
punctured and cauterized by means of a 
small thermocautery, or better, a small 
electro-thermocautery point. This effectu- 
ally destroys the gland and gives it proper 
drainage. The patient should be warned 


that the discharge will increase for a short 
time after the cautery treatment until the 
necrotic tissue is cast off. The cauteriza- 
tion should not be deep nor extensive, and 
it should be directed toward the particular 
infected glands which appear as cysts. The 
cervix may be cocainized, but if the cautery 
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point is small and sharp, this is seldom 
required. — 

The cervical inflammation usually per- 
sists after the other vaginal and vulvar 
parts are cured; an irritating vaginal dis- 
charge is usually the result, and many 
douches and painting of the cervix are not 
effectual or give only temporary relief. 

An inflammation of the trigone of the 
bladder is often coincident with the en- 
largement and hypertrophic inflammation 
of the cervix. This should be treated by 
means of alkaline or quinine injections and 
direct applications to the bladder; the treat- 
ment may be controlled cystoscopically as 
is directed in a series of 45 cases reported 
by the author.*1 

The use of alkalies by mouth, as sodium 
bicarbonate combined with tinc. hyoscya- 
mus, is indicated for the control of the 
bladder spasm and its effect in rendering 
the urine bland and unirritating. 

The medical treatment of gonococcus in- 
fection is only suitable to infection of the 
lower genitalia and below the internal os of 
the uterus. When the uterus itself is in- 
fected, we should not attempt to make topi- 
cal applications to it. When the tubes are 
infected, the best treatment of them is ab- 
solute rest in bed with the application of 
heat by douches. Treatment of tubal dis- 
ease by means of applications of irritants, 
etc., to the vault of the vagina is as irra- 
tional as the treatment of appendicitis by 
poultices or counter-irritation to the skin. 
These applications to the vault of the va- 
gina are liable to increase the amount of 
tubal inflammation and cause exacerbations 
of it as does curettage. The treatment of 
gonococcus salpingitis is rest or eradica- 
tion of the diseased organs; intermediate 
measures and vaginal tinkering can only 
do harm. However, in these cases the treat- 
ment of the vulvar and cervical inflamma- 
tion should not be forgotten, but should 
be the more carefully done. 

The use of medicated tampons has given 
but little result in my hands, save when it 
is required in cases of retroversion or other 
congestive conditions. In these cases the 
tampons should be medicated with a bland 
substance, as boroglycerin; ichthyol solu- 














tions have caused too much irritation to be 
advised. 

The medical treatment of gonococcus in- 
fection of the lower genitalia may be then 
summarized into two phases: First, the 
prophylactic treatment and prevention of the 
extension of the disease by care at menstru- 
ation, prevention of pregnancy, restraint of 
coitus, and elimination of trauma and of 
irritation of the uterus by applications or 
surgical measures ; secondly, the direct treat- 
ment of the disease by rest, cleanliness, and 
measures directed to the lesions themselves, 
as treatment of the vulvar and cervical in- 
flammation and inflammation of the ad- 
jacent parts. In this way a large percent- 
age of these infections may be cured and 
their extension to the uterus and Fallopian 
tubes prevented. 
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HEMORRHOIDS, WITH SPECIAL REFERENCE TO THE TREATMENT UNDER 
LOCAL ANESTHESIA.! 


BY J. H. MAYNARD, 


It is the custom of many physicians to 
give the treatment of hemorrhoids scant at- 
tention. The reason for this is not hard 
to find: medical colleges give little instruc- 
tion on the subject, and few graduates care 
to work in unknown fields. I have been im- 
pressed by the number of cases coming to 
my office who claim to have been treated 
unsuccessfully elsewhere, and it has oc- 
curred to me that perhaps a discussion 
might be profitable at this time. 

The etiology of hemorrhoids has not been 
well worked out, though I think the valve- 
less conditions of the veins of the portal 
system, of which the hemorrhoidal veins 
are a part, taken together with the erect 
posture, are admitted to be the principal 
predisposing factors. 

The exciting causes are those which pro- 
duce congestion of these veins, so located 
anatomically that they have to sustain great 
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variations in pressure, and a congenital or 
acquired weakness of their walls which al- 
low rupture or a pathological dilatation to 
occur. Thus obstructive disease of the 
heart, portal congestion, occupations re- 
quiring prolonged maintenance of the erect 
position, especially under favorable circum- 
stances, as in the case of railroad employees 
working on trains, horseback riding, tight 
lacing, habitual retention of feces in the 
rectum, pressure from enlarged organs or 
growths in the pelvis, irregular and seden- 
tary habits, or heavy lifting in persons not 
accustomed to it, may under certain circum- 
stances cause hemorrhoids. Children sel- 
dom have this disease, the other rectal af- 
fections, as prolapse, being more common, 
though little girls sometimes exhibit ex- 
ternal piles. After puberty the great pre- 
ponderance of cases are in males. External 
hemorrhoids are so common that, as Gant 
(Sajous) says, few people reach middle life 
without having suffered from them. When 
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not inflamed they give rise to no symptoms 
except a sense of fulness and heat in the 
anal region. They are often aggravated by 
uncleanliness, irregular habits, and im- 
proper diet. When they become congested 
they are exquisitely tender, and the trau- 
matism to which they are naturally sub- 
jected causes an extravasation of blood into 
the connective tissue, which forms a clot; 
this by pressure keeps up the irritation. If 
left alone it may go on to resolution, fibrous 
organization, or suppuration, and may even 
form an external fistula, as in a case I saw 
last spring. 

There is a great difference in the suffer- 
ing which hemorrhoids produce. What 
would merely cause a discomfort in one per- 
son might produce severe suffering in an- 
other, depending on the general contour of 
the surrounding parts, which of course de- 
termines to a large extent the traumatism 
to which they are exposed. 

In internal hemorrhoids when not in- 
flamed the most prominent symptom is 
bleeding, which occurs at stool and is usu- 
ally slight, merely a few streaks on the feces 
or a staining of the clothing; heat, fulness, 
and a sensation as though the rectum had 
not fully expelled its contents occur. 
Thrombosis is an essential part of the path- 
ology of hemorrhoids; it occurs as the re- 
sult of traumatism or infection. As a rule 
only part of the blood-clot is absorbed, and 
the remaining part undergoes fibrous or- 
ganization; thus each recurring attack of 
inflammation tends to leave the piles larger 
than before. When the hemorrhoids are 
small they seldom protrude, but as they in- 
crease in size protrusion is more frequent, 
and they become ulcerated and bleed freely. 
When in this condition they are subjected 
to the alternate contraction and relaxation 
of the sphincter muscle; the pain is severe 
and causes the patient to regard each act 
of defecation with terror. As a result he 
puts off attending to the calls of nature 
as long as possible, and by thus inducing 
constipation increases his suffering until he 
is often a complete nervous wreck. 

Frequently after the masses have been 
coming down at irregular intervals for 
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some time, during the extra congestion due 
to some indiscretion, when the hemorrhoids 
prolapse they are gripped by the sphincter 
so tightly that they cannot be replaced by 
the patient and become strangulated. The 
symptoms in addition to the protrusion and 
swelling are pains radiating down the 
thighs and into the abdomen. This is a 
serious condition, unless they are reduced 
by natural or artificial means, as gangrene 
may occur, and though in occasional cases 
it may result in a spontaneous cure it more 
often ends in abscess or fistula. 

As in all therapeutic procedures, the first 
step toward scientific treatment is an accu- 
rate diagnosis. It is not enough to take the 
patient’s word for it that he has piles. He 
might have eczema, pruritus ani, fistula, fis- 
sure, prolapse, a warty or even a malignant 
growth. It is well known that the layman 
ascribes every ill in the region of the anus 
to piles. However, a careful examination 
will leave no doubt as to the true condition 
in most instances. Rare cases of course de- 
velop that are very puzzling. 

I remember a case I saw a few years ago 
with no complaint of rectal symptoms which 
went the rounds for some time as a case 
of pernicious anemia, until it was found ac- 
cidentally that each exacerbation of the 
profound anemia was coincident with the 
passage of a large quantity of pure blood 
per rectum. The patient was finally cured 
by a clamp and cautery operation. 

With the patient on a table under a good 
light the examination should be begun by 
inspection, followed by palpation, and as 
the very last step the use of the speculum, 
since this is apt to be painful. It is, how- 
ever, less so if the rectum had become some- 
what used to being manipulated before the 
speculum was.used. 

The classification of hemorrhoids into ex- 
ternal and internal is hard to improve upon, 
as it represents two different sets of veins 
and also two classes as regards treatment. 
If every case is carefully examined as out- 
lined above it is surprising how many of 
them can be subjected to operative treat- 
ment under local anesthesia, and this too 
before they are off the examination table. 























The medical treatment of hemorrhoids 
is to a large extent palliative rather than 
curative. Though some cures undoubtedly 
occur I am sure a careful investigation will 
show that the number of permanent cures 
is extremely small. However, as there are 
many cases which we cannot persuade to 
allow us to cut off an anal tag no larger 
than a pea under local anesthesia if they 
even suspect what we are going to do, it is 
well to look over the means we have of 
giving relief other than by operative pro- 
cedure. In all cases the diet should be 
simple, mainly vegetable, and stimulants 
should be avoided. The untoward effect of 
cheese is well known, and many other arti- 
cles could be mentioned that are equally in- 


jurious. The bowels must-be kept open by 


a gentle laxative, purging being carefully 


avoided. A teaspoonful of compound lico- 
rice powder at night or a glass of mineral 
water in the morning is often sufficient. If 
the mineral water causes griping, this may 
be avoided by adding ten or fifteen drops 
of spirits of camphor to each glass. In 
these cases I have been well pleased with 
phenolphthalein, which can be regulated 
quite accurately. It produces copious evac- 
uations with very little of the astringent 
secondary effects of most other cathartics. 
Cascara is very good later, when some of 
the soreness has gone. But the sooner we 
get normal peristalsis by means of diet the 
better. 

For external hemorrhoids the hot sitz 
bath gives great relief and promotes clean- 
The old-fashioned poultice is less 
Lead and opium 
It is im- 


liness. 
elegant, but is efficacious. 
wash gives relief in some cases. 
portant to avoid a wash or ointment con- 
taining any of the corrosive mercuric com- 
pounds, for absorption is active in this 
region, and they have been known to set up 
a diarrhea which will aggravate the con- 
dition. As an ointment I have great faith 
in the subsulphate of iron in the strength 
of one drachm to the ounce of a mixture 
of lanolin and vaselin. 

In the internal form enemas of hot saline 
solution gradually changed to cold will al- 
most always give relief from the pain and 
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help to subdue the inflammation. Hot sitz 
baths or local steam baths often relieve the 
pain of painful protruding piles. Prob- 
ably as much relief comes from the relaxa- 
tion of the sphincter muscle as from any 
effect upon the inflamed mucous membrane. 
The injection at bedtime of a tablespoonful 
of witch-hazel in three or four ounces of 
warm water, which is retained, sometimes 
appears to have a permanent astringent ef- 
fect upon the hemorrhoidal masses. All 
local medication must be accompanied by 
careful dieting and avoidance of constipa- 
tion. 

During the acute attack the patient should 
be instructed to lie on the side with the hips 
elevated, which will often do wonders in 
relieving the congestion. For the intoler- 
able itching I have found nothing equal to 
ichthyol and vaselin in the strength of a 
drachm to the ounce, applied externally or 
on pledgets of cotton. 

For the bleeding, if not controlled by 
hamamelis hot water, an 
enema of a solution of subsulphate of iron 
5 to 10 per cent, or the officinal liquor ferri 
subsulphatis, usually acts promptly. A sup- 
pository containing iron subsulphate and 
lead is also efficacious and more 
elegant. 

The operative treatment of external hem- 
orrhoids consists of either incision, or ex- 
cision and removal of the contained clots. 
This is best accomplished in the following 
manner: The cocaine used is a one- or 
two-per-cent solution, injected as recom- 
mended by Schleich, using a fine sterilized 
hypodermic needle. This is inserted into 
uninflamed tissue and gradually pushed 
The only special pre- 


injections of 


acetate 


toward the tumor. 
caution is not to go too deeply and inject 
into the sac instead of the sac-wall. If this 
procedure is properly carried out there is 
no pain except in the first prick, and if the 
patient is very nervous this can be avoided 
by spraying with ethyl chloride. 

Before any cutting is done I always clamp 
on a small artery forceps firmly. This is 
much better done at this time, as sensation 
sometimes returns very quickly when the 
bleeding occurs, and the clamp causes much 
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more pain than ¢he knife. It is almost im- 
possible to carry out the necessary manipu- 
lations without some means of making trac- 
tion. If there is enough hypertrophy of the 
skin so that it is apparent that a tag will 
be left, I fasten on a second artery forceps 
at one side of the growth for traction and 
remove as much tissue as seems necessary 
by cutting on each side of the first pair of 
forceps. The second procedure is to remove 
the blood-clot with a small curette. I be- 
lieve this is better than to squeeze it out, 
which might rupture more veins in the vi- 
cinity. If the right amount of tissue has 
been removed the edges of the wound will 
fall together naturally. I never use sutures 
unless the bleeding is profuse, as drainage 
is better without it, and if the little wound 
is closed a second clot is liable to form. 

The dressing is a pledget of cotton dusted 
with boric acid or some of the odorless 
iodine powders. This is left in place till 
the oozing stops, after which I use no dress- 
ing, instructing the patient to bathe the 
parts freely with very hot water after each 
evacuation as long as there is any tender- 
ness—i.e., two or three days. Of course, 
during this time it is very important to 
regulate the diet and bowels. There is prac- 
tically no after-pain in these cases, and 
most of the patients state that the pain and 
soreness is never at any time as great as 
before the operation. 

It may seem that I have gone greatly 
into detail in describing this little operation, 
but I know of no place where careful pains- 
taking work counts for so much or where 
a few minute blunders cause more dissatis- 
faction. 

In internal hemorrhoids there are only 
two operations to be considered—i.e., the 
cautery and clamp and the ligature opera- 
tion. These as done under general anes- 
thesia are too well known to be described 
again, the majority of operators rather fa- 
voring the clamp and cautery method. 

I will describe the technique of using the 
ligature operation under local anesthesia. 

The method of injecting the lesser sphinc- 
terial nerves of Morestin at the point of en- 
trance into the sphincter muscle, as demon- 
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strated by Tuttle in 1906, is the first real 
advance made in the surgery of hemorrhoids 
in the last twenty-five years. This is as 
follows: Under antiseptic precautions the 
needle is inserted in the perineum in the 
median line about one-half inch posterior 
to the anus. The forefinger of the left 
hand is inserted into the rectum and the 
sphincter pulled down into easy reach of 
the needle. The needle is now passed well 
into the sphincter muscle about one-half 
inch to the left of the median line, the exact 
position being known by palpation, and a 
few drops of a one-half-per-cent solution of 
cocaine deposited. As the needle is gradu- 
ally withdrawn for a short distance more of 
the cocaine solution is injected along the 
needle tract. Without withdrawing the 
needle this procedure is*repeated on the 
right side of the median line. The balance 
of the syringeful is injected into the 
sphincter in the median line—twenty to 
thirty minims of a one-half-per-cent so- 
lution being used altogether. There is only 
one puncture made in the skin, and the 
needle is not fully withdrawn during the 
entire procedure. After three minutes dila- 
tation of the sphincter muscle may be be- 
gun, and is practically painless in most 
cases. Of course the extreme divulsion ob- 
tained under general anesthesia cannot be 
reached, but a good state of flaccidity can 
be obtained, which is all that is needed for 
eversion of the hemorrhoids. For the anes- 
thetization of the hemorrhoids themselves a 
one-tenth-per-cent solution of cocaine is 
used. This is injected at the mucocutane- 
ous border and up as far as it is needed. 
If one desires to use the sterile-water anes- 
thesia of Gant from this point on it may be 
done, but it is not as reliable as a weak 
solution of cocaine, which is absolutely safe. 
I prefer the cocaine solution, as it does not 
distort the parts so much. The pile is dis- 
sected up to a point inside of the rectum 
exactly as one would under general anes- 
thesia, ligated, and cut off, leaving a good 
stump. 

After a rest the patients can go home, 
though I prefer to have them ride and not 
go a long distance. The after-care is the 
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same as after any ligature operation. The 
patients remain in bed till after the bowels 
move, which should usually be accomplished 
on the second day. An injection of olive 
oil a short time before the bowel movement 
makes it less painful and lessens the chances 
of infection. It is unnecessary to add that 
asepsis must be carried out as thoroughly 
as though we were operating under general 
anesthesia. 

Capillary hemorrhoids are in reality nevi. 
They appear as small red spots about the 
size of a five-cent piece. They do not pro- 
ject above the surface, so cannot be felt, but 
can be seen through a speculum; they bleed 
profusely when touched. The treatment, 
as for all nevi, is some form of cautery. In 
the absence of the cautery the application 
of nitric acid is very efficient. The only 
thing to be careful of is not to burn the sur- 
rounding wall of the bowel. 
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There is one other method of treating 
hemorrhoids which in my opinion should 
be mentioned but to be condemned. I re- 
fer to the injection of strong caustic sub- 
stances into the hemorrhoidal masses. I 
have never used this method simply because 
I have been afraid of it. It is often followed 
by very bad results, but when no bad re- 
sults follow the method is ideal. 

In the preparation of this paper I have 
consulted freely the writings of Schleich, 
Kelsey, Gant, Pennington, Tuttle, Martin, 
Adler, Rickets, and Bishop, as well as arti- 
cles appearing in the leading journals of 
the last few years. In speaking of treat- 
ment I have only mentioned those methods 
that I have tested personally. I do not wish 
to be understood as claiming that operating 
under local anesthesia is all sunshine, but I 
do know that in my experience, at least, 
the results have been very satisfactory. 





UNCINARIASIS IN PORTO RICO AND ITS TREATMENT. 


BY FRANCIS DENISON PATTERSON, M.D., 
Surgeon to the Howard Hospital, Philadelphia, 


Having been stationed in Porto Rico in 
1898, while acting as a surgeon in the 
army, it was a matter of extreme interest 
to return there again this year and to have 
the opportunity of observing and studying 
the magnificent work that has been per- 
formed in an effort to eradicate the charac- 
teristic anemia, which for at least a century 
had not only sapped the energy of the rural 
population, 90 per cent of whom had the 
disease, but which was also responsible for 
at least 30 per cent of the total mortality 
of the island. 

In view of the importance of the work 
that has been accomplished, it is of interest 
to briefly note from the reports the sequence 
of events which culminated in the appoint- 
ment of “The Commission for the Study 
and Treatment of Anemia” in 1904 by Gov- 
ernor Hunt. In August, 1899, as the re- 
sult of the hurricane which almost destroyed 
the island, Dr. Ashford, of the Medical 
Corps of the army, established a field hos- 


pital of 136 beds at Ponce for treatment of 
the large number of people who could not 
be accommodated in the hospitals of that 
city. Fully three-fourths of those admitted 
were suffering from anemia, which was 
generally believed to be the result of faulty 
diet. Later, as generous food, with iron 
and arsenic, failed to cure, the condition 
was attributed to malaria, climate, lack of 
hygiene, etc., all of which proved to be 
inadequate causes. It had even been de- 
clared to be a pernicious anemia, and with 
this idea Dr. Ashford made some blood 
examinations, and finding a high degree of 
eosinophilia in many cases he was led to 
suspect the ankylostoma, and this suspicion 
became a certainty upon microscopical ex- 
amination of the feces. This was the first 
proof of the existence of this parasite in 
Porto Rico. 

As a result of this demonstration the 
Board of Health had a small pamphlet on 
the disease printed and distributed; but it 
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produced no practical result until 1904, 
when the Legislative Assembly passed a 
bill providing for the formation of a com- 
mission. The then governor of the island 
appointed as its members Dr. Ashford of 
the army, Dr. King of the Marine Hospital 
Service, and Dr. P. Gutierrez Igaravidez of 
Porto Rico. 

During that year they established and 
maintained for a portion of the time two 
hospitals—one at Bayamon and the other 
at Utuado—and had under treatment 5490 
cases, with the following results: Cured, 
224; practically cured, 377; improved, 
1727; results never recorded, 522; never 
returned, 226; ceased to return, 282; not 
improved, 86; and died, 27. 

In 1905 the commission continued its 
work, and treated 18,865 cases, with the 
result that 5597 cases were reported as 
cured, 67 died, and the remainder, or 12,801 
cases, were under treatment. They state 
that the large number of cases classed as 
being “under treatment” are practically 
cured, as they are relieved of most of their 
parasites as well as all their symptoms. A 
careful study of these cases showed that 
there were only 8.5 per cent which remained 
as dangerous as carriers of the worm or 
sources of infection as they were before the 
treatment commenced. 

In 1906 and 1907 this good work was 
continued, and the grand total of 89,233 
cases were treated, of which 22,936 were 
cured, 15,507 practically cured, 36,132 
under treatment, 14,451 ceased to return, 
and 193 died. 

The word “cured” means not only the 
disappearance of all symptoms of the dis- 
ease, but also an absence of ova from the 
stools and a hemoglobin percentage of at 
least 85. “Practically cured” has exactly 
the same meaning, with the exception that 
the percentage of hemoglobin lies between 
70 and 85. Undoubtedly the reasons why 





a large number of cases had to be classed 
as ceased to return is that the patients find- 
ing themselves relieved of their symptoms 
believed themselves to be cured and so saw 
no reason to present themselves for any 
further treatment. 
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It is not the purpose of this article to 
deal with microscopy, symptomatology, or 
pathology of this disease, but instead to 
review the treatment that has given such 
splendid results. It has had as its basis or 
principal object, in the first place, to remove 
the cause by the expulsion of the parasites. 
In those old and chronic cases in which the 
disease had reached a severe grade, a tonic 
treatment was also indicated. The commis- 
sion has noted in detail the relative value 
of the drugs heretofore advised for the ex- 
pulsion of uncinaria, and it has made the 
following report upon their value: 

Thymol.—The mode adopted in the ad- 
ministration of this was the following: In 
the evening a dose of either magnesium 
or sodium sulphate was given; and when 
the latter was used, thirty grammes seemed 
sufficient, for to give more would often be 
to precipitate an exhausting diarrhea. The 
object of this preliminary purge was, of 
course, to empty the bowels, so that the 
anthelmintic would act upon the exposed 
intestinal mucous membrane. On the next 
day the -patient was kept in bed without 
food until one o’clock, and two grammes 
of finely-powdered thymol was given in 
capsules at eight o’clock in the morning, the 
dose being repeated at ten o'clock. At 
noon another purge with salts was admin- 
istered, this second purgation being of 
value in preventing the absorption of the 
thymol, to which either sodium or mag- 
nesium sulphate is an antidote. All solvents 
of thymol, such as alcohol, ether, glycerin, 
turpentine, chloroform, and the oils, are 
contraindicated during the time that it re- 
mains in the digestive canal. 

The commission does not the 
opinion of many as to the danger of ad- 
ministering thymol when given with a cer- 
tain amount of precaution. It believes that 
the danger is greatly exaggerated, for no 
deaths are reported that can be directly at- 
tributed to the exhibition of this drug. Its 
tendency to irritate the mucous membrane 
is the only serious objection to its use that 
has been found, and observations convince 
the commission that it is not absorbed to 
any great extent. Some patients even vol- 
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unteered the information that they had 
gone for two or three days before a move- 
ment of the bowels had resulted, and that 
they had absolutely no symptoms of intox- 
ication during this period. The drug was 
even used in 11 cases of uncinariasis com- 
plicating pregnancy, and in two of these 
cases abortion followed. One of these two 
abortions was possibly due to the thymol. 
In several instances it was exhibited to 
nursing mothers, without bad effect to 
either mother or child, and without serious 
diminution in the secretion of the milk. 
The majority of the patients had no symp- 
toms from the drug, although a few did 
have dizziness, burning in the stomach, and 
a temporary increase in debility. The 
symptoms noted by Manson in his classical 
work, such as intoxication, with vertigo, 
excitement, smoky urine, etc., were not ob- 
served. In all cases in which the anemia 
was advanced the patient’s health was built 
up as much as possible previously to the 
exhibition of the drug. Its effect on ede- 
matous persons is very marked, causing 
great increase in the edema, which may 
prove fatal from its extension to the brain 
or the lungs. 

The dose was graduated according to the 
age, but more especially according to the 
degree of debility, and large doses were not 
always needed. The usual dose was, in 
the case of children under five years of age, 
one-half of a gramme; between five and ten 
years, one gramme; between ten and fifteen, 
two grammes; between fifteen and twenty, 
three grammes; between twenty and sixty, 
four grammes; and above sixty, two to 
three grammes. It was the general prac- 
tice to administer thymol once a week as 
long as ova remained in the feces. 

Upon careful study it was shown that 
this drug gives better results than any other 
remedies that have been tried, for after one 
dose 76.85 per cent of all uncinaria in the 
intestinal canal of the patient are expelled. 

Male-fern—tThis drug was found to be 
absolutely without value. An ethereal ex- 


tract of male-fern from one of the most 
reputable German pharmaceutical labora- 
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tories was purchased in Porto Rico, but 
absolutely no results were obtained from its 
use. The commission then obtained a fresh 
solid extract, which gave no better results, 
although such effects as dizziness, etc., fol- 
lowed its administration. The highest num- 
ber of uncinaria expelled by either of these 
preparations was eight, while a subsequent 
administration of only three-fourths of the 
usual dose of thymol brought away 3676 
uncinaria in the same case. This is in 
direct variance with the results obtained 
abroad by the exhibition of this drug, for 
Bruns noted 21,612 cases treated with it, 
in which only from 15 to 30 per cent needed 
a second dose. . 

Betanaphthol.—This drug has _ proved 
very valuable, and ranks second to thymol. 
After one dose 72.24 per cent of all the 
uncinaria in the intestinal canal were ex- 
pelled. It was administered just as was 
the thymol, save that two grammes was 
employed instead of four, and, with the ex- 
ception of some dizziness, its use was in 
every way most satisfactory. 

Eucalyptol—The formula recommended 
by Philips (eucalyptus oil, 2.50 grammes ; 
chloroform, 3.50 grammes; castor oil, 40 
grammes) was tried in fourteen cases, the 
medicine being administered every two 
days. All the patients suffered from dizzi- 
ness, fatigue, and a desire to sleep. Some 
of them had retching, and others fainting 
fits, so that it became necessary to admin- 
ister stimulants to prevent a fatal result. 
This drug, which has proved efficacious in 
the hands of others, did not prove so in 
the practice of the commission, and it is of 
the opinion that its use is dangerous. What 
small value there is in its exhibition con- 
sists in the advantage to science of securing 
the parasites alive. 

A most important detail in the treatment 
is the purge. Podophyllin is strongly rec- 
ommended by German observers, and it 
was given a fair trial. One of the objects 
of this drug, as also of calomel, is to sweep 
out the large amount of mucus in the upper 
bowel, which of course covers the worm 
and acts as a protective to it against the 
anthelmintic. That podophyllin, in itself, 
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has absolutely no germicidal effect was 
clearly shown in the cases in which it was 
alone used, as no worms were expelled. A 
careful study of its use failed to show for 
it any noteworthy advantage over other 
purgatives. 

Iron.—Many iron preparations were 
tried and found useless for the cure of 
anemia due to uncinariasis. It is only by 
expelling the parasites and freeing the body 
of their toxins that the increase in the 
blood-corpuscles and in the hemoglobin is 
obtained in a short period of time, and a 
tonic and stimulant acting upon the cardio- 
vascular apparatus is found far more ef- 
fective than any of the iron preparations. 

As the commission noted at the begin- 
ning of its work, it was brought face to 
face with a frightful state of affairs. “In 
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valley, mountain, and coast alike it found 
a ghastly population, dragging out a miser- 
able existence, and with a death-rate which 
has shocked all who have had occasion to 
learn of it. The number of children who 
have lost parents and most of their rela- 
tives is very large, and these pick up a liv- 
ing as best they can. Men who should be 
supporting their families are chronic inva- 
lids; and the families, also infected by the 
disease, are in a condition of misery beyond 
description.” All this is changed now; and 
it has been truly said if the Spanish-Amer- 
ican war had brought no other benefits in 
its train than those of the saving of life 
and suffering from yellow fever in Cuba 
and from uncinariasis in Porto Rico, it 
would have been well worth the cost of 
men and money it occasioned. 





THE TREATMENT OF PELVIC ABSCESS.! 


BY FRANK C. HAMMOND, M.D., PHILADELPHIA, 


Adjunct Professor of Gynecology, Medical Department of Temple College; Assistant Gynecologist, Samaritan Hospital. 


The term “pelvic” abscess is rather an 
ambiguous one, as it may include all va- 
rieties of suppuration existing in any part 
of the pelvis, “from the tip of the vermi- 
form appendix to the ischiorectal fossa.” 
Some authors restrict it to collections the 
sac of which cannot be removed, and others 
again employ it to designate suppuration of 
the connective tissue only of the pelvis. In 
this paper it is restricted to intra- and 
extraperitoneal purulent collections in the 
pelvis which bulge or “point” into the 
vagina. 

If the fluid in the sac formed by the 
peritoneum, pelvic organs, and false mem- 
branes is purulent, it should be evacuated. 
The question naturally arises, Shall this be 
done per vaginam or by the suprapubic 
route? 

Pus demands early evacuation, and in the 
direction which gives the easiest approach 
and affords the best drainage. The mere 





1Read before the Medical Society of the State of 
Pennsylvania, at Reading, Sept. 26, 1907. 





fact that an organ or cavity contains pus 


“is not a positive indication for extirpation 


of the structures involved, even though it 
be lined with a mucous membrane. 

The rational treatment of these cases of 
pelvic abscess is by incision at the most 
accessible point, and this is accomplished 
by vaginal section. 

The following advantages are claimed 
for the vaginal in preference to the abdom- 
inal route: 

1. The operation has the advantage of 
being rapid and invariably free from shock, 
and within the ability of every intelligent 
practitioner who appreciates and practices 
thorough antisepsis. 

2. Recovery is less complicated and more 
rapid. 

3. Drainage being “down-hill” is not op- 
posed by the laws of gravity, and is more 
natural, safe, and copious. 

4. It avoids the probability of ventral 
hernia, and the complications, accidents, 
and sequelze incident to the suprapubic 
route. 























5. The mortality is less than by the 
suprapubic route. 

6. Permanent and complete restoration 
to health is the rule, while a secondary 
operation later is the exception. 

The cases most likely to be entirely re- 
lieved by vaginal drainage are those in 
which there is a single well-defined collec- 
tion of pus which can be evacuated com- 
pletely. When the cellular tissue is more or 
less honeycombed with multiple abscesses, 
the progress of the cases will tend to be 
slow, and may require repeated incisions. 
Kelly reports one case in which it was re- 
sorted to five times before the patient was 
relieved. 

Should a secondary operation by the 
suprapubic route become necessary, its per- 
formance will be more easily accomplished, 
and with less morbidity and mortality, on 
account of the freedom from pus and the 
improved condition of the patient. 

The technique of the operation is as fol- 
lows: 

As a preliminary the bowels should be 
thoroughly evacuated. The pubis is shaved, 
the parts thoroughly washed, and a bichlo- 
ride of mercury dressing applied and left 
in place until the patient is put upon the 
operating table. Upon the operating table 
the bladder is catheterized in order to 
assure its complete evacuation. The vagina 
and external parts are then scrubbed with 
a solution consisting of creolin or lysol 7.5 
Cc. (3ij) and saponis viridis 60 Cc. (5ij) 
to a quart of hot water. This is followed 
with sterile water, then bichloride of mer- 
cury 1:1000, and finally alcohol. Retrac- 
tors are then inserted, retracting the an- 
terior, posterior, and lateral vaginal walls, 
which will afford ample room for oper- 
ating. 

Owing to the inflammatory processes and 
the adhesions the mobility of the uterus 
will be more or less limited, also to the 
degree to which it can be drawn down into 
the vagina. It may be absolutely fixed, and 
owing to the large accumulation of pus the 
cervix may be forced upward and anteriorly 
until it is hidden under the pubic arch. The 
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cervix is seized with a pair of double tenac- 
ulum forceps (preferably Jacob’s, as these 
seldom slip or tear through). A transverse 
incision is then made through the vagina 
posteriorly close to the cervix, irrespective 
of whether or not it is the most dependent 
portion of the abscess. Then insert the 
index-finger into the incision and dissect 
slowly upward, hugging the posterior wall 
of the uterus until the finger breaks 
through into the pus sac. Occasionally the 
pus may be higher up; in such cases insert 
into the fluctuating area a pair of sharp- 
pointed scissors, open and withdraw. Hav- 
ing opened the abscess, in subsequently 
enlarging the opening it is safer to tear the 
tissues than to resort to a cutting instru- 
ment. There is less bleeding, and blood- 
vessels and other structures that may be 
injured are pushed out of harm’s way. We 
prefer to irrigate all the cases after evacu- 
ating the pus, and have never seen any 
harm produced thereby. For this purpose 
normal salt solution is used. Formerly the 
cavity was packed with iodoform gauze, 
but for the past few years we have been 
using a T rubber drainage-tube, which per- 
mits of thorough drainage, and through 
which the cavity can be subsequently irri- 
gated if occasion demands. Gauze packing 
is now limited to those cases in which 
oozing proves troublesome, or the abscess 
cavity is very small. 

Be sure to open all the pockets of pus. 
The presence of other collections of pus is 
readily determined by making pressure 
with the external hand on any doubtful 
structures, holding them steadily, while 
they are carefully palpated by the finger in 
the sac. As soon as a well-defined fluctu- 
ating mass is felt, if there is no doubt of 
it being an encysted accumulation, its walls 
may be broken through with the finger and 


its contents evacuated through the main 


abscess cavity. 

One must guard against evacuating pus 
into the general peritoneal cavity; but as 
the pus in most of these cases is sterile, 
this accident would not appear to be a 
serious complication. Kelly had this ex- 
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perience in 9 out of 65 cases, with no 
untoward symptoms subsequently. Under 
such circumstances it would be best not to 
irrigate. 

In favorable cases the abscess cavity con- 
tracts in ten days to two weeks and will 
be practically obliterated, although of 
course there are cases which discharge for 
a longer period. 

Under no condition is the 
cavity permissible, because the thickness of 
the sac varies in different parts, and a per- 
foration might be made unawares into the 
peritoneal cavity. 

As soon as the temperature reaches 
normal, and the general strength of the 
patient permits, she may be allowed to 
leave her bed. 

I am indebted to Dr. Wilmer Krusen for 
the privilege of reporting the following 
cases operated on by him in his service at 
the Samaritan Hospital: 

M. P., twenty-four years of age, married, 
referred to the hospital by Dr. S. D. Addis, 
September 7, 1904. For four months she 
has had pain in the right inguinal region 
and in the back. Both inguinal regions 
were involved at ‘first, but for the past few 
weeks the pain has become more intense 
in the right side. She has had no children. 
Last menstrual period July 27, 1904. On 
admission the pulse was 128, respirations 
30, and temperature 102°. On pelvic ex- 
amination a large fluctuating mass was 
found posterior to the uterus, pushing the 
cervix up under the pubic arch. Vaginal 
incision was made, the pus evacuated, and 
the cavity irrigated and packed with gauze. 
The patient was discharged cured October 
10, 1904. , 

M. M., married, twenty-nine years of 
age, admitted to the Samaritan Hospital 
May 23, 1905. Six years ago she had a 
self-induced abortion, which required a 
curettage. For one week previous to ad- 
mission to the hospital she had marked 
pelvic pains, accompanied with chills and 
fever. On admission the temperature was 
103.4°, pulse 128, and respirations 28. A 
diagnosis was made of a small retrouterine 


curetting 
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abscess, which was incised, irrigated, and 
drained with a T rubber drainage-tube. 
The temperature reached normal on the 
third day, and the patient was discharged 
cured on the seventh day. 

D. H., married, thirty-one years of age, 
admitted to the Samaritan Hospital May 
18, 1905. Had been in bed for one week 
previous to admission to the hospital, suf- 
fering with pain in the left inguinal region. 
Last menstrual period one week ago. Her 
urine had a trace of albumin and contained 
a few short hyaline casts. Hemoglobin 
was 90 per cent, red _blood-corpuscles 
4,000,000, and the leucocyte count 26,000. 
A diagnosis. was made of a retrouterine 
abscess, which was incised, irrigated, and 
drained with a T rubber drainage-tube. 
The temperature reached normal on the 
fourth day, and she was discharged cured 
on the seventh day. 

M. R., single, nineteen years of age, ad- 
mitted to the Samaritan Hospital December 
6, 1905. Six months previously she first 
noticed pain in the inguinal region and in 
the vagina; also dysuria. The medical at- 
tendant at that time made a diagnosis of 
appendicitis. During the past ten days she 
has had marked uterine bleeding, also chills 
and fever. On admission the temperature 
was 100°, pulse 114, and respirations 36. 
A diagnosis of retrouterine abscess was 
made, which was incised, irrigated, and 
drained with a T rubber drainage-tube. 
The temperature reached normal on the 
second day, and the patient was discharged 
cured on the eleventh day. 

M. H., married, twenty-five years of age, 
admitted to the Samaritan Hospital No- 
vember 11, 1905. For eleven days previous 
to her admission she had been confined to 
bed with dragging pains in the back and 
hypogastrium; also dysuria. A diagnosis 
was made of retrouterine abscess, which 
was incised, irrigated, and drained with a 
T rubber drainage-tube. Temperature on 
admission 101°, pulse 104, and respirations 
24. The temperature reached normal on 
the fifth day, and the patient was discharged 
cured on the eleventh day. 


























F. C., married, twenty-seven years of 
age, admitted to the Samarjtan Hospital 
February 4, 1905. On admission the tem- 
perature was 98°, pulse 95, and respirations 
25. She simply complained of pelvic pain. 
Leucocyte count was 25,800. The retro- 
uterine abscess was incised, drained, irri- 
gated, and packed with iodoform gauze. 
She was discharged cured on the sixth day. 

E. M., married, twenty years of age, was 
admitted to the Samaritan Hospital January 
31, 1906. During the past two years she 
has had constant pain in the left inguinal 
region. Confined to bed for past four days. 
On admission the temperature was 103.4°, 
pulse 108. She was markedly septic, and 
had a retrouterine pus accumulation 
bulging into the vagina and extending half- 
way to the umbilicus. This was incised, 
the cavity irrigated, and a T rubber drain- 
age-tube inserted. Owing to the septi- 
cemia this patient ran a fluctuating temper- 
ature for twenty-four days before it 
reached normal. She was discharged cured 
February 26, 1906. 

E. W., married, admitted to the Samar- 
itan Hospital February 28, 1907. Ten 
days ago first noticed pain in umbilical 
region, persistent and severe. About three 
days it localized itself in the right iliac 
region. This was accompanied by chills, 
fever, nausea and vomiting, and prostra- 
tion. Temperature on admission was 
101.2°. A large retrouterine accumulation 
of pus was found, incised, the cavity irri- 
gated, and a T rubber drainage-tube in- 
serted. The temperature reached normal 
on the seventh day. Owing to the markedly 
asthenic condition of the patient she was 
not discharged until March 30, 1907. 

R. E., married, twenty-five years of age, 
admitted to the Samaritan Hospital March 
22, 1907. Three days previously she com- 
plained of pain in both iliac regions, which 
was partially relieved by treatment, then 
increased in severity, and gradually spread 
over the entire abdomen, accompanied by 
chills and fever. Temperature on admis- 
sion was 102.2°, pulse 108. A retrouterine 
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pus accumulation filling the pelvis was 
found; this was incised, irrigated, and a T 
rubber drainage-tube inserted. The tem- 
perature fluctuated for twelve days, when 
it reached normal. She was discharged 
cured April 13, 1907. 

B. B., single, twenty-six years of age, 
admitted to the Samaritan Hospital Octo- 
ber 18, 1906. A few days previously com- 
plained of severe lancinating pains in right 
lower abdomen. Eight weeks before, she 
first noticed bearing-down pains, and a dull, 
boring “ache” in the left lower abdomen. 
Has had leucorrhea for some months. The 
blood analysis was as follows: October 
18, 1906, hemoglobin 70 per cent, white 


blood-corpuscles 20,000; October 25, 1906, 
white blood-corpuscles 28,000; November 


17, 1906, white blood-corpuscles 16,000; 
December 2, 1906, hemoglobin 70 per cent, 
white blood-corpuscles 15,000. A _ diag- 
nosis was made of a very large pelvic 
abscess extending to the umbilicus. Gen- 
eral condition of patient was one of marked 
Operation October 29, 1906. 
into 


septicemia. 
Incision through posterior 
abscess sac, evacuating a large quantity of 
pus. With a finger in this cavity and a hand 
over the abdomen a pocket of pus was 
detected on the right side of the pelvis; this 
was opened and evacuated. Another pocket 
was found on the left side and treated in 
After thorough irriga- 


fornix 


the same manner. 
tion a large T drainage-tube was inserted. 
Owing to the septicemia this patient was 
not discharged until January 17, 1907. 

L. K., single, seventeen years of age, ad- 
mitted to the Samaritan Hospital May 31, 
1906. No history obtainable. Hemoglobin 
100 per cent, red blood-corpuscles 4,300,000, 
white blood-corpuscles 18,000. Tempera- 
ture 100°, pulse 126, respirations 28. A 
diagnosis of pelvic abscess was made and 
treated as in the above cases. The temper- 
ature reached normal in twenty-four hours, 
and the patient was discharged June 14, 
1906. 
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REPORT OF SIX CASES OF GONOCOCCIC ARTHRITIS TREATED WITH ANTI- 


GONOCOCCIC SERUM. 


BY DR. ABRAHAM PEREZ-MIRO, 


Chief of the Laboratory of Therapeutics, Havana Faculty of Medicine, Havana, Cuba. 


The following case reports briefly sum- 
marize the points of practical interest con- 
cerning the method of applying antigono- 
coccic serum and the results obtained 
therefrom: 

Case 1.—S. G., twenty-eight years old, 
contracted gonorrhea in 1903. Thereafter 
he suffered from many recurrences until 
September, 1907, when in the course of a 
moderate discharge there developed red- 
ness, swelling, and severe pain in the right 
ankle. In addition to the internal treat- 
ment by balsams, local applications were 
made of hot lotions of salicylic acid, alco- 
hol, and water, vesicants, and tight band- 
ages, which were loosened from time to 
time. At the time the treatment with 
antigonococcic serum, P. D. & Co., was 
instituted, the patient was suffering with 
burning pain in the articulations, with 
immobility and rigidity. 

On November 19 an intramuscular in- 
jection of one cubic centimeter of anti- 
gonococcic serum was given in the right 
gluteal region, all other treatment being 
suspended. The next day the pain was less, 
as were all the local symptoms of inflam- 
mation. Moreover, there was slightly in- 
creased articular movement. The right 
inguinal region became slightly sensitive to 
the touch. A second injection of one cubic 
centimeter of antigonococcic serum was 
made, and this two days later was followed 
by a marked amelioration of all symptoms, 
the patient being able to bear his weight 
on the foot without pain, though he was 
unable to walk, the ankle remaining rigid 
and the tendo Achillis sensitive. About the 


point of the second injection erythema de- 
veloped, covering the whole of the left but- 
tock. This was not attended either by local 
pain or by elevation of temperature. Three 
days after the second injection a third was 
made of two cubic centimeters of anti- 





gonococcic serum. This was shortly fol- 
lowed by increased pain in the ankle, last- 
ing for about half an hour. The next day 
the patient felt better than at any time 
since the first appearance of his articular 
symptoms. There was a further erythe- 
matous manifestation about the point of 
injection. Three days after the third in- 
jection a fourth treatment of two cubic 
centimeters of antigonococcic serum was 
administered, and on the following day the 
dose was repeated. There followed a 
slight increase of pain, which possibly 
could have been attributed to the damp 
weather. Thereafter improvement in both 
sensation and power occurred, and sub- 
sidence of all inflammatory phenomena. 
Lotions of salicylic acid, glycerin, and 
water were applied to the seat of pain. 
Three days after the last injection treat- 
ment was repeated, two cubic centimeters 
of the antigonococcic serum being used. 
The report of that day is to the effect that 
there was no pain; the patient was able to 
bear a little weight on the foot, but could 
not walk. Two days later the injection 
was repeated. There was a steady improve- 
ment, and the following day the injection 
was again repeated. The patient could 
walk with the aid of crutches, bearing a 
little weight on the foot. The treatment 
was continued for several days, when some 
slight stiffness of the ankles was noted, but 
no pain. An injection was made of two 
cubic centimeters of fibrolysin, Merck (a 
combination of sodium salicylate and thio- 
sinamine). Two days after this the move- 
ments were practically complete. There 
was no pain and the patient could walk 
unaided. The fibrolysin injection was re- 
peated and was followed by improvement. 
The patient was directed to be massaged 
three times during the day with ointment 
composed of methyl salicylate 10 grammes 
and lanolin 40 grammes. Because of re- 














currence of pain in the interior of the artic- 
ulation blisters of cantharides were or- 
dered. These were applied for three hours 
and the vesicants were allowed to reabsorb. 
Thereafter there was continued improve- 
ment in spite of a severe attack of influenza 
with fever, until at the time of reporting the 
patient was considered cured of blennor- 
rhagia and the articular complications, but 
was kept in the hospital for internal treat- 
ment with perchloride of iron and nutritive 
diet, massage and exercise for the foot, and 
warm baths. 

Case 2.—J. V., a Cuban mechanic, nine- 
teen years old, in September, 1907, suffered 
from symptoms of beginning gonorrhea, 
for which he was treated internally with 
balsams and locally with urethral injec- 
tions. In October orchitis developed, dis- 
charge from the urethra almost completely 
ceasing. The 5th of November he com- 
plained of burning pain in all the joints of 
the middle finger of the left hand, in the 
left elbow and left ankle. The 25th of 
November there was recurrence of dis- 
charge. When he entered the hospital he 
was suffering from constipation, coated 
tongue, anorexia, tachycardia, asthenia, 
painful discharge, and inability to mictu- 
rate. The case was diagnosed as a local- 
ized gonococcic articular infection, and was 
treated on November 28 with antigonococ- 
cic serum. This was followed the next day 
by less pain in the finger and ankle-joint. 
Swelling at the elbow, however, produced 
intense, burning pain, and the patient suf- 
fered much pain in the left arm. There- 
after two cubic centimeters of antigonococ- 
cic serum was injected, three grammes of 
sodium salicylate being given internally 
during the day. Moreover, there was an 
application of methyl] salicylate and lanolin. 
In the night the muscular condition disap- 
peared, the condition of the fingers became 
distinctly better, and the patient suffered 
less in his elbow. November 30 two cubic 
centimeters of antigonococcic serum was 
injected. There was at this time no dis- 
charge, pain in the elbow was less, and 
there was general improvement in the pa- 
tient’s condition. 
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December 1 two cubic centimeters of the 
serum was injected, and the notes at this 
time state that all the symptoms were im- 
proved, excepting those located in the right 
wrist, which began to swell. 

December 2 two cubic centimeters was 
injected ; on December 3 a further dose was 
given. The pain in the left wrist was at 
this time marked, but the general condition 
of the elbow was improved, though this 
joint could not be moved without help. The 
patient requested permission to leave the 
hospital, and was discharged on this day 
with directions to take daily two grammes 
of salicylate and to employ an ointment of 
methyl salicylate with lanolin over the seats 
of pain. 

Reporting on December 7, the patient 
stated that he had suffered severe pain in 
the arm on the day of his discharge from 
the hospital, but otherwise his improvement 
had been marked. 

December 13 the patient was no longer 
confined to bed, fever and pain had all dis- 
appeared over the right elbow-joint, and 
there remained a slight urethral discharge 
without pain. 

On December 20 the patient returned to 
the hospital, and an examination showed 
the arm rigid in flexion, without pain. On 
the injection of two cubic centimeters of 
antigonococcic serum and application of 
the faradic current to the arm the urethral 
discharge slightly increased. The patient 
was given six capsules of arheol; the next 
day repetition of the antigonococcic serum 
and the application of the faradic current. 
Improvement was noted in the movements 
of the joint. The general condition was 
entirely satisfactory. 

December 22 two cubic centimeters of 
antigonococcic serum was injected, an elec- 
tric current was applied, and six capsules 
of arheol were given. Locally the urethra 
received three injections of Ricord’s pre- 
scription (zinc sulphate and lead acetate, 
etc.). This patient returned home with 
practically free painless movement of the 
arm, quite cured. 

Case 3—G. O., twenty-four years old, 
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commercial traveler, in September, 1907, 
began to suffer from malaise, lassitude, and 
anorexia, together with burning pains and 
rubefaction about the ankle-joint. About 
twelve days after the first definite symp- 
toms appeared he came to the hospital for 
consultation, and was given sodium salicy- 
late 1.50 grammes per day, ointment of 
methyl salicylate and lanolin applied to the 
seat of pain, six capsules of arheol, and 
lactovegetarian diet. This patient showed 
no improvement up to December 5, when 
two cubic centimeters of antigonococcic 
serum was injected into the upper ‘part of 
the right thigh. This, being followed by 
no betterment, was repeated December 8, 
injection being driven into the calf of the 
right leg, and again December 9, together 
with 3 grammes of sodium salicylate given 
by the mouth and a vesicant, the latter 
being allowed to reabsorb. December 10 
the pain was less severe in the foot and 
was more pronounced in the inguinal 
region. December 11 there was no dis- 
charge, but continued inguinal pain in the 
right side. December 13 the pain in the 
foot ceased, the joint remained stiff, and 
the inguinal pains had entirely disappeared. 
The vesicant was applied to the ankle for 
four hours as before. 

December 14 there was return of pain, 
and on the 20th of December two cubic 
centimeters of antigonococcic serum was 
injected, since pain and swelling persisted 
in the ankle. On December 21 pain re- 
turned to the inguinal region, but the con- 
dition of the foot was greatly relieved. 
Antigonococcic serum, two cubic centi- 
meters, was given, and the methyl-salicylate 
and lanolin ointment applied. The next 
day there was marked improvement in the 
foot and the urethral discharge had ceased. 

December 24 there was little pain, though 
there still existed some inflammation in 
the ankle. Later in the day muscular pains 
developed in both legs, and sodium salicy- 
late was given during the day. 

On December 30 the vesicants were used 
as before, the internal treatment of sodium 
salicylate having been continued. During 
this period the pain had gradually lessened. 
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January 12 the patient was able to walk 
without serious discomfort, though the ankle 
was weak and stiff and he was compelled 
to use canes. He was therefore given an 
injection of two cubic centimeters of fibro- 
lysin. On January 16 the injection of fibro- 
lysin was repeated. The condition was 
satisfactory on January 23. On this date 
he was given sodium salicylate 3 grammes 
and a light application of tincture of iodine 
to his ankle. The notes of his case state 
that this patient may be considered cured 
of blennorrhagia and its articular compli- 
cations. 

Case 4.—E. S., twenty-nine years old, 
contracted gonorrhea in 1905, which was 
apparently cured in two months’ treatment. 
In September, 1907, two years after this 
first attack, he commenced to suffer from 
intense pain in the middle of the back and 
in the right ankle, so severe as to cause 
him to enter the hospital for treatment. As 
there was no discharge present and no en- 
largement of the ankle, and as there had 
been no rheumatic antecedents, it was not 
supposed that this attack was due to gonor- 
rheal infection. Therefore the patient was 
given sodium salicylate internally and vesi- 
cants as already described. After two days 
of this treatment discharge began to flow 
from the urethra, and general treatment 
with balsam and Ricord’s injection was or- 
dered. From this time the patient grad- 
ually improved, and was able to leave the 
hospital in November, experiencing some 
pain on moving his legs. For this capsules 
of thiodine, Cognet (an iodine-thiosinamine 
preparation), fibrolysin or thiosinamine not 
being obtainable, were prescribed. 

On December 7 the treatment was sus- 
pended and two cubic centimeters of anti- 
gonococcic serum injected into the right 
gluteal region. The first injection was fol- 
lowed by the immediate disappearance of 
pain, nor at the time of the report had there 
been any recurrence, and the patient was 
considered cured. 

Case 5—R. P F., clerk, twenty-five 
years old, contracted gonorrhea in Septem- 
ber, 1907, this being the second attack, the 

















first attack having been complicated by 
orchitis. November 12 he exhibited symp- 
toms of orchitis and funiculitis, with high 
fever, marked swelling and throbbing sensa- 
tion in the left testicle. 

November 20 he entered the hospital and 
had applied a lotion of alcohol, salicylic 
acid, and tepid water, the testicle being well 
supported. A milk diet was instituted. 

December 9 two cubic centimeters of 
antigonococcic serum was injected. The 
following day there was less pain and swell- 
ing in testicle and a profuse discharge from 
the urethra, with burning sensation, as if 
from a recently contracted case. This day 
the injection was repeated. December 11 
there was less pain and swelling and the 
discharge had been reduced. December 13 
there was a betterment in all directions. 
The patient then left the hospital, being 
directed to walk as little as possible and to 
take six capsules of arheol daily. 

Case 6.—E. A., female, thirty-eight years 
of age, giving a history of having had a 
number of children who all died at an early 
age, presented herself at the clinic in No- 
vember, 1907, with the skin manifestations 
of syphilis and complaining of burning pain 
in the urethra, from which there was a 
purulent discharge. Menstruation had 
been abnormal for some time, this function 
having been too frequent and prolonged. 
The cervix was found eroded and bleeding 
and the os obstructed with an accumulation 
of pus. The uterus was distinctly enlarged. 

The treatment consisted of thorough 
cleansing of the vagina and uterus, the ap- 
plication of a vaginal tampon saturated 
with glycerin, and internally capsules of 
salol and santal. The inflammatory phe- 
nomena subsided under this treatment, 
which was combined with injections of 
mercury biniodide for the purpose of com- 
bating the skin lesions of the specific in- 
fection. The burning pain in the urethra 
persisted, and the purulent discharge there- 
from was markedly acute. Injection of 
two cubic centimeters of antigonococcic 
serum was immediately followed by a pro- 
fuse discharge of pus. The second injec- 
tion was administered, followed again by 
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greatly increased purulent discharge, with 
the development of erythema around the 
point of injection. Later the discharge be- 
came watery and turbid. Internal treat- 
ment was continued, until the case, which 
according to the patient was of many years’ 
standing, was completely cured. 

From the foregoing clinical reports I 
cannot as yet make any definite deductions 
as to the efficacy of antigonococcic serum 
(P. D. & Co.) in the treatment of gono- 
coccic complications, on account of the 
comparatively small number of cases 
treated. I hope to be able to continue the 
work, and in that case will be able to ad- 
vance a more authoritative opinion. 

However, for the present, the following 
observations may be made as bearing on 
the above experiments: 

1. On the day following the first injec- 
tion of serum the urethral discharge has 
been observed to materially increase and 
to take on a pronounced blennorrhagic 
character in regard to consistency and the 
burning pain which has accompanied it, 
except in Case 4. This increase has not 
occurred ,after subsequent injections, but 
begins to decrease and finally disappears, 
whether due to the sole action of the serum 
(Cases 1 and 3) or to the simultaneous 
action of both internal treatment and serum 
(Cases 2, 4, and 6). 

2. The action on inflammatory conditions 
of the articulations (Cases 1, 2, and 3) 
and of the testicles (Case 5), also in alle- 
viating general conditions of pain (Cases 
1 to 4 inclusive), is quite marked and much 
more prompt and effective than with other 
methods of treatment. 

3. It causes the return of articular func- 
tions (Cases 4, 5, and 6), or materially aids 
in the action of sodium salicylate, vesicants 
(isopathic method), and fibrolysin, Merck 
(Cases 1, 2, and 3). 

4. The injection is free from pain and 
has produced no reaction, except as noted 
in Cases 1 and 2. 

5. Antigonococcic serum has not been 
employed in acute urethral blennorrhagia, 
nor do I think its use necessary in such 


cases. 








THE WIRING OPERATION IN THE TREATMENT OF ANEURISM OF THE AORTA.? 


BY H. A. HARE, M.D., 


Professor of Therapeutics in the Jefferson Medical College and Physician to the Jefferson Medical College Hospital. 


There are several points that I wish to 
bring before the College, not so much in 
the description of the operation itself as 
in regard to the remarkable results which 
follow. 

The first and most definite result which 
follows the wiring operation in every case 
in which I have performed it, or seen it per- 
formed, is the remarkable diminution in 
pain which takes place, the patient, usually 
before the operation is finished, stating that 
pain is very greatly decreased, whereas one 
would suppose that the introduction of a 
large needle and a number of feet of wire 
would produce a degree of traumatism 
which for the time being would cause an 
exacerbation of pain. 

A second noteworthy point is the diminu- 
tion in the patient’s dyspnea, or rather in 
the symptoms of pressure before the opera- 
tion is finished. In the case of a man seen 
at the Hotel Walton with Dr. Musser, the 
suffering was so great that the patient said: 
“T want to say to you that whatever your 
decision is, if this thing is not done I intend 
to kill myself, for I will not spend another 
twenty-four hours suffering this agony, 
both as to the difficulty in breathing and as 
to pain.” Before the electricity had been 
passing through the tumor for fifteen min- 
utes the patient expressed himself as won- 
derfully relieved. 

The next point of interest is the fact that, 
so far as I know, in some sixty odd opera- 
tions of this character performed and re- 
corded there is not a single instance in 
which an accident has occurred during the 
operation. In no instance has there been 
rupture of the sac or the sweeping off of a 
loose clot producing a secondary lesion, 
In Dr. Musser’s case to which I re- 
ferred, a very interesting coincidence oc- 
curred. The operation was to have been 
performed at 12 Mm. on Wednesday. A few 





1Part of a symposium on this topic before the College 
of Physicians of Philadelphia. 





hours before the patient became partially 
hemiplegic and aphasic. The condition was 
undoubtedly due to embolism, because later 
on it entirely disappeared. If the embolism 
had developed after the operation it would 
have been attributed thereto. 

Another point is that the operation is 
never permanently curative, except in those 
rare instances in which, as the result of 
trauma, one single portion of the aorta is 
seriously damaged. In the vast majority 
of cases in which aneurism occurs it takes 
place as a manifestation of general vascular 
disease, and the history of all the cases I 
have operated upon, and of all I have seen 
reported, has been that sooner or later after 
the wiring the adjacent tissues of the blood- 
vessel have given way. The proposition is 
similar to that of mending a piece of rotten 
hose: when it is mended in one place pres- 
sure causes it to break in another. 

There are many cases on record in which 
life has been prolonged for considerable 
periods of time in comfort and usefulness 
to the patient by the performance of this 
operation. A patient of the late Dr. D. D. 
Stewart lived for a little over three years 
following such an operation, and died of 
alcoholic pneumonia and not because of the 
aneurism. 

In the case operated upon for Dr. Mus- 
ser, two years ago in April, although the 
man was in such distress from dyspnea he 
recovered sufficiently to return to South 
Carolina. Although he was on his back 
for a period of six months after the opera- 
tion he constantly attended to business. 
Last October he passed through this city 
on the way to New York, where he actively 
engaged in business. At that time Dr. 
Newcomet radiographed him again, and the 
picture showed excellent effects. The man 
returned here about six weeks ago, and was 
seized with an attack of grippe. He de- 
veloped an acute pulmonary edema, either 
as the result of the grippe or of the aneur-- 
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ism, and died in the course of a week or 
ten days. An autopsy was not obtained. 

The case operated on with Dr. Fussell 
was the only one in the descending aorta 
and going through the back that I have 
wired. This patient lived four months and 
died from pressure and exhaustion. 

Another point is the exercise of great 
care that the needle is not pushed at the 
time it is inserted, or later, by inadvert- 
ence, so far into the aneurismal sac that 
the shoulder of the needle comes in contact 
with the skin. The shoulder of the needle 
is never insulated, and if the greatest pre- 
caution is not taken an electrolytic burn 
will result. A slough takes place which 
decreases the strength of the aneurismal 
wall, and in one case which I operated upon 
death came because of this accident. I was 
called out of the operating amphitheater 
to answer the telephone when the operation 
was about half over. The assistant pushed 
the needle in too far and burnt the skin. 
The man returned to his home in the South, 
but ultimately died by losing an enormous 
worm-like mass of clot three or four times 
a day through this opening in the skin. 
The aneurism had developed not as the 
result of arterial disease but of an injury 
sustained by being thrown from his horse, 
striking on the pommel of the saddle. 

In one instance only have I wired the 
innominate artery. The man died four 
months afterward as the result of pressure 
symptoms and exhaustion. 

I have used gold wire in all my cases. I 
am not in a position to criticize silver, but 
I imagine that it has one advantage and 
one disadvantage. The advantage is that 
it is a little easier to handle, and the most 
delicate part of this operation is the intro- 
duction. The soft gold wire is very apt to 
buckle. On the other hand, when the wire 
gets into the mass, I should imagine that 
the gold wire would better adjust itself to 
the uneven surfaces of the sac than would 
silver. Usually from 70 to 80 milliamperes 
are employed, and the operation continued 
for not less than from fifty minutes to an 
hour. The hardening of the clot does not 
take place for several days or weeks. In 


the last case seen by me, in which I as- 
sisted Dr. J. Chalmers Da Costa, the man 
expressed his relief within ten minutes after 
the electrical current was passed through 
the wire. In the operation which I per- 
formed on the innominate aneurism, al- 
though the autopsy was made by a most 
competent, skilful, and experienced pathol- 
ogist, and although no less than 18 feet 
of gold wire was inserted, not a trace of 
gold wire could be found in any portion 
of the patient’s body. 


OPHTHALMIA NEONATORUM. 


In the Buffalo Medical Journal for Janu- 
ary, 1908, Lewis gives the following ad- 
vice as to what should be done to combat 
this dangerous menace to child and adult 
life: 

1. Secure the enactment of laws in each 
State or Federal territory placing the super- 
visory control and licensure of midwives 
with the boards of health; requiring that 
these unqualified practitioners be examined 
and registered in each county and that they 
be compelled to immediately report each 
case of ophthalmia occurring in their prac- 
tice, under penalty, if found guilty, of for- 
feiture of their license and a fine. 

2. Distribution by health boards of cir- 
culars of advice to midwives and mothers 
giving instruction as to the dangers, method 
of infection, and prophylaxis of ophthalmia 
neonatorum. 

3. The preparation and distribution by 
health boards of ampoules or tubes, con- 
taining the chosen prophylactic. For mid- 
wives one-per-cent solution of nitrate of 
silver is almost universally recommended 
by obstetricians and ophthalmologists. For 
physicians the Credé solution should con- 
sist of a two-per-cent solution of chemically 
pure fused nitrate of silver. If used as di- 
rected by Credé, one drop from a glass rod 
one-eighth of an inch in diameter, it is free 
from excessive irritation and absolutely safe. 
To insure purity of the drug and accuracy 
of dosage the Credé solution should be 
given freely to physicians who make appli- 
cation therefor. This, however, should be 
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merely advisory. The health department 
should be free to use such prophylactic as 
it may deem best. 

4. Periodic report to boards of health by 
all physicians engaged in obstetrics of the 
number of cases of ophthalmia neonatorum 
that have occurred in their practice, whether 
or not a prophylactic was used—and if so, 
what—together with the result. 

5. The accomplishment of these measures 
by the appointment of committees through 
the various State and county societies 
whose codperation would make concerted 
action possible. 

6. To secure these ends the requested 
cooperation of the American Association of 
Obstetricians and Gynecologists, the Aca- 
demy of Ophthalmology and Oto-Laryn- 
gology, the American Ophthalmological 
Society, the American Public Health Asso- 
ciation, and such other organizations as 
may appoint committees on ophthalmia 
neonatorum. 

If this plan of campaign be agreed upon, 
with such modifications as obstetricians, 
ophthalmologists, and sanitarians may sug- 
gest, then a united and codrdinated effort 
should be made to carry it into effect. If 
we would protect the babies—future citi- 
zens of the United States—from the pov- 
erty and misery of needless blindness, we 
must join hands and form a cordon reach- 
ing from Maine to Alaska and from the 
Great Lakes to the Gulf. The machinery 
is already in existence. It is but to act. 








LOCOMOTOR ATAXIA: ITS EARLY 
RECOGNITION AND GENERAL 
MANAGEMENT. 

In the course of an article on this topic 
in the British Medical Journal of Decem- 
ber 28, 1907, Dent has this to say in re- 
gard to treatment: 

Potassium iodide and mercury have been 
largely given, but most authorities agree 
that they have not much influence over the 
lesions of the disease. If the case is seen 
in an early stage these remedies should be 
used, and if a history of syphilis can be 
elicited, and especially if the primary in- 
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fection occurred within, say, two years of 
the onset of tabetic symptoms, or if there 
has not been early and thorough treatment 
of the syphilis, they should be administered 
perseveringly. Potassium iodide may be 
combined with colchicum and alkalies when 
the pains are severe. Silver nitrate given 
in %-grain doses for a long time often re- 
lieves and lessens the frequency of the 
pains, and may do some permanent good. 
Aluminum chloride may be given two or 
three times a day, and certainly with bene- 
fit, especially for the pains. Zinc phosphate 
is beneficial in some cases. Gold chloride 
has been used with good effects. Arsenic 
should be pushed, and its general tonic 
effect is undoubtedly of service; its com- 
bination with iron is sometimes advisable. 
Strychnine is a remedy constantly em- 
ployed for the tonic effect and is often of 
service. Ergot may be used in acute and 
subacute attacks, and it is recommended 
by Charcot for urinary troubles. Cannabis 
indica is serviceable in some cases for the 
relief of the pains. Calabar bean has some 
influence in improving muscular power and 
in retarding wasting in paralysis. Phena- 
cetine and lactophenin are very useful for 
the relief of the pains, and also for control 
of crisis, and may be repeated. Antipyrin 
is used by many, but it is not without dan- 
ger in large doses; an attack of pain will 
often yield after three or four doses of ten 
grains given at intervals of an hour. So- 
dium salicylate is worthy of trial when the 
pains are much in evidence. Nitroglycerin 
is very useful if there is increased arterial 
tension, when it may be given for a long 
time in increasing doses, with much benefit 
in relieving the crises and lessening the 
pain. Morphine is a remedy the use of 
which it is advisable to postpone as long as 
possible, but it may be a necessity if the dis- 
tressing pain resists all other treatment; the 
smallest dose which will afford relief should 
be administered in the form of hypodermic 
injection. Sometimes it is also required 
for the gastralgia. Testicular juice, spinal 
cord, brain substance, spermin, have been 
tried, but with very unsatisfactory results. 














THE THERAPY OF HIGH ARTERIAL 
TENSION. 





We have often written of the import- 
ance of paying careful attention to the 
study of arterial tension in all patients who 
come under observation, because a careful 
study of this state will frequently provide 
valuable information both as to prognosis, 
diagnosis, and treatment. A constantly 
maintained high arterial tension in an adult 
is nearly always indicative of a distinct 
pathological process in the cardiovascular 
or renal system, and is often the result’ of 
pernicious habits, or of infection, at some, 
previous time, by syphilis or by one of the 
more acute infectious diseases. An esti- 
mation of the arterial tension also gives us 
some conception of the work which the 
heart is called upon to perform, and of 
the readiness with which the interchanges 
between the tissues and the contents of the 
blood-vessels can take place. The discovery 
of high tension frequently explains the 
cause of a more or less persistent dyspnea, 
the cause of attacks of faintness and ver- 
tigo, and it not rarely gives warning of 
the presence of chronic contracted kidney 
or of a threatened apoplexy. 

In this connection the two causes of high 
arterial tension must be recalled. Thus we 
meet with vascular spasm produced by the 
presence of poisons which, directly or indi- 
rectly, cause contraction of the muscular 
coats of the vessels, and secondly, fibroid 
changes in the walls of the smaller vessels. 
These changes interfere not only with the 
ready passage of the blood from the larger 
arteries into the capillary networks, but 
they also impair that most important vital 
function of the vascular system, namely, 
the ability to vary its caliber instantane- 
ously according to the demands made upon 
it and upon the heart, so that in some 
instances when one vascular area is con- 
stricted another vascular area, by relaxing, 
may equalize pressure and diminish cardiac 
labor. 
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It is an encouraging sign of the times 
that physicians are recognizing the im- 
portance of this factor in acute and chronic 
diseases more and more, and we constantly 
see, in the English-speaking journals in 
particular, whether they be published in 
England or America or in the British col- 
carefully prepared articles  illus- 
trating the importance of the subject of 
which we speak. Thus we have noted with 
interest an article upon high blood-pressure 
by Mr. Mills, who is a medical tutor in 
Sydney University, New South Wales, in 
the Australasian Medical Gazette of Jan- 
uary 20, 1908. He discusses first of all the 
relationship between high blood-pressure 
and the heart and respiration; then its re- 
lationship to arteriosclerosis and granular 
kidney; thirdly, the effects of diet upon 
high blood-pressure ; and lastly, the effects 
of some drugs upon this condition. We 
note with interest that, as a rule, he seems 
to have been disappointed in the thera- 
peutic measures which he has introduced 
for the reduction of a blood-pressure when 
he has considered it abnormally high. His 
experience as to diet has been that cutting 
off all nitrogenous foods does not ma- 
terially reduce the pressure in those cases 
in which the systolic pressure is as high as 
160 millimeters of mercury. This may be 
true, but we think that there can be little 
doubt that it is wise to limit the quantity 
of nitrogenous foods in these patients, par- 
ticularly if they are in the habit of leading 
sedentary lives and eating an excess of pro- 
teids. Not that we expect to produce a 
great diminution of blood-pressure by such 
dietetic restrictions, but rather to aid in 
the prevention of still greater pathological 
change. In other words, a carefully regu- 
lated diet in such cases is to be used more 
as a prophylactic to prevent an increase of 
tension than with any idea that conditions 
already in existence will be modified. 

As to the use of drugs, we are somewhat 
surprised to find that Mr. Mills has also 
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been disappointed. Perhaps this is due to 
the fact that his comparatively brief ex- 
perience has nullified the teachings of some 
therapeutic optimist, who, it may be, led 
him to believe that drugs could be more 
largely relied upon than is justified by ex- 
perience. Undoubtedly a certain propor- 
tion of cases fail to respond to remedies 
which are known to possess the power of 
lowering blood-pressure, because the chief 
pathological state is one of fibrosis and of 
tortuosity and fixation of the vessel walls, 
and therefore no drug which relaxes spasm, 
as do the nitrites, can be expected to pro- 
duce material results. Indeed, it may well 
be said that the degree to which we can 
lower arterial pressure when it is abnor- 
mally high by the use of the nitrites de- 
pends entirely upon the degree of vascular 
spasm which is present. A large propor- 
tion of cases suffer from both spasm and 
fibrosis. If the spasm is the dominant fac- 
tor, much good can be achieved by the use 
of the nitrites, whereas if fibrosis is almost 
the sole cause of the high pressure treat- 
ment produces little result. 

Of the remedies which are most com- 
monly employed and which Mills has found 
most useful we have the iodides, nitro- 
glycerin, and nitrite of sodium. The first 
class of drugs do not have any very imme- 
diate and direct effect upon vascular ten- 
sion, but can be relied upon, if given for a 
long period of time, to do far more than 
the nitrites in those cases in which fibrosis 
is the cause of the high pressure, particu- 
larly if syphilis or gout is the underlying 
dyscrasia. 

There can be little doubt, we think, that 
in many instances disappointment follows 
the employment of nitroglycerin either be- 
cause it is not given in sufficient dosage 
and sufficiently frequently or because stale 
preparations are employed which have 
undergone chemical change, and which 
therefore are far weaker than freshly pre- 
pared solutions or tablets or pills contain- 
ing this substance. In other words, many 


a physician who thinks he is giving 1/100 
of a grain of nitroglycerin at a dose may 
be in reality administering only a 1/200. 
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This is particularly the case where tablets 
are employed which are not coated in such 
a way as to protect their contents. Then, 
too, it must be remembered that nitro- 
glycerin while powerful is nevertheless 
fleeting in its influence, and in all probabil- 
ity rarely exercises an effect which extends 
over a period greater in duration than an 
hour. To give this drug three times in 
the twenty-four hours in a case of high 
arterial tension cannot produce good re- 
sults. It were better to give smaller doses 
every two or three hours than to give it 
every eight hours. For these reasons there 
are certainly many great advantages in the 
employment of nitrite of sodium, since its 
influence is much more prolonged and it is 
a much more stable compound while kept 


*on the shelf, although if exposed to the air 


it deliquesces gradually and oxidizes and 
becomes unfit for use. Furthermore, it 
would seem that it is much less apt to 
produce headache and other disagreeable 
symptoms characteristic of the overeffects 
of the nitrites because it acts so slowly. 
The dose varies from 1 to 2 grains. 

Mills says that of all the drugs which 
lower arterial pressure the most valuable 
is morphine or opium. Any relief which 
ensues upon the administration of such a 
remedy must occur as a result of nervous 
sedation with consequent relaxation of 
spasm, since morphine surely cannot affect 
blood-vessels which are fixed as a result of 
fibroid change, but the value of nitro- 
glycerin and morphine, when given hypo- 
dermically, in attacks of angina pectoris 
and other conditions characterized by vas- 
cular spasm is, of course, known to every 
one. 

Finally, we have failed to touch upon 
one of the most important, if not the most 
important, factors in the treatment of cases 
of high tension, whether they be due to 
spasm or fibrosis, namely, rest in bed with 
the giving of massage. By this means the 
heart is rested, the peripheral capillaries 
are made more elastic and pliable, and op- 
portunity is given to the system to elim- 
inate poisons, while at the same time the 
eliminating organs receive an adequate 
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blood-supply for the performance of their 
normal functions. Such a rest is particu- 
larly essential in cases which are subjected 
in their ordinary pursuits to great stress 
and strain. 

It is interesting to note in this connection 
that Cook, of Minneapolis, publishes in the 
Journal of the American Medical Associa- 
tion of February 29, 1908, an article upon 
this same subject, in which he strongly 
recommends sodium nitrite as the best vaso- 
dilator on the ground that it has the most 
enduring effects and is more stable and de- 
pendable. We are glad to see that he 
emphasizes the fact the existence of which 
we have asserted on a number of previous 
occasions, namely, that care must he exer- 
cised in a certain proportion of cases that 
high arterial tension be not reduced too 
rapidly. 





THE RELATION OF VITALITY TO 
PROGNOSIS AND TREATMENT. 





Few members of the medical profession, 
who are possessed of experience, can have 
failed to note on many occasions in their 
career instances in which persons of seem- 
ingly little vitality have withstood the onset 
of grave infections or serious injury with 
comparative impunity, while those who in 
every respect seemed most robust and 
healthy have gone down to death with a 
readiness which has carried terror to the 
mind of the observer. There can be no 
doubt that in some respects our conceptions 
of vitality are distinctly erroneous, and that 
our knowledge concerning the tenacity of 
life, as it has been called, is distinctly lim- 
ited. How often do we see chronic inva- 
lids survive an attack of influenza or 
typhoid fever at the same time that the 
heartiest member of the family succumbs, 
and how often do we also see seemingly 
puny children withstand illness after illness 
while others more robust succumb in a few 
hours. Again, how often we are perplexed 
by seeing those who are manifestly des- 
perately ill survive, while others presenting 
no symptoms at the moment which cause 
alarm suddenly pass away without warn- 
ing. We think it may be said without fear 
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of contradiction that the longer the physi- 
cian is engaged in practice the more timid 
he becomes in making a prognosis as to 
recovery, and particularly is he wary as to 
statements concerning the possible duration 
of life in the presence of a manifestly fatal 
malady. 

All these factors not only are, to a large 
extent, an unknown quantity, but they also 
very considerably govern the results which 
are obtained by treatment, whether that 
treatment consists in the administration of 
drugs or in the employment of remedial 
measures other than drugs, and there can 
be no doubt that in many instances physi- 
cians credit a drug with the survival of the 
patient in one case and cast discredit upon 
it with the death of a patient in another 
instance, when, in reality, it is a variation 
in the vitality of the patient rather than in 
the efficacy of the drug which is the factor 
of importance. In other words, while it 
behooves us, on the one hand, to employ 
drugs with out utmost skill, and again as 
far as possible with a clear conception of 
their value, it also behooves us, in the 
humility which is nearly always character- 
istic of the scientist, not to be too boastful 
of our successes, and not to be too cast 
down by instances in which our efforts have 
failed. 

Aside from the fact that these matters 
are continually brought to our notice in 
every-day practice, our attention has been 
once more called to this subject by a very 
excellent letter sent to the Boston Medical 
and Surgical Journal of February 6, 1908, 
by its Paris correspondent, who has on 
previous occasions contributed to the pages 
of this journal material which we have 
taken pleasure and profit in quoting. He 
says in this letter that it has never ceased 
to be a marvel to witness the diversity of 
manner in which different human beings 
behave as regards their resistance to disso- 
lution ; that some people appear to succumb 
so easily in face of disease that their disso- 
lution seems to be about as simple as the 
blowing out of a candle; whereas, on the 
other hand, other people, aged, weak, with 
apparently no power of resistance what- 
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ever, put up such a fight against illness that 
it seems as though nothing could kill them. 
He then cites a number of instances in his 
experience illustrating these two sides of 
the question of vital resistance, and also 
quotes a number of surgical cases which 
certainly are most extraordinary. Thus, 
from the surgical standpoint, he cites an 
instance reported by André to the Academy 
of Medicine of Paris in December, of a 
youth of seventeen whose left hand was 
caught by a transmission belt in such a way 
that in a flash his entire arm and scapula 
were ripped off from his thorax, the clavicle 
remaining in place. Shortly after a surgeon 
saw him, found no immediate hemorrhage 
and no particular traumatic shock, but he 
tied the subclavian artery, trimmed the 
edges of the wound, brought together the 
edges of the skin, and the patient recov- 
ered entirely in two weeks. Berger also re- 
ported another case, and attention was 
called to a third one in which a man of 
twenty-five while cleaning a drum over 
which passed a wire rope suffered from 
exactly the same injury. Pressing his left 
hand to the torn surface, which was bleed- 
ing profusely, he went down several flights 
of stairs until he found a comrade, who 
tightly bound his thorax with a long white 
flannel belt, and took him to a hospital. 
On arriving there the hemorrhage had 
ceased, the wound was trimmed, the skin 
sutured, and the man recovered in two 
weeks, notwithstanding the severity of the 
trauma and the infection of the wound by 
his filthy left hand. 

Yet who of us has not met with cases in 
which death has followed so slight a malady 
or injury that it has seemed incredible that 
the vital spark could be so easily extin- 
guished ? 





RHUS POISONING. 





There are few conditions so commonly 
met with by general practitioners as the 
dermatitis which is produced by contact with 
poison-ivy, or Rhus Toxicodendron. We 


called attention some years ago in the pages 
of the THERAPEUTIC GAZETTE to a research 
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by Pfaff, of Boston, who found that the 
irritating and poisonous properties reside 
in the alcoholic extract of the leaves and 
stem, and who thought the poisonous body 
to be of the nature of a non-volatile oil. It 
has, however, recently been proved by Syme 
that the active principle is really a glu- 
coside. 

The Journal of Infectious Diseases of 
November 15, 1907, contains the report of a 
research carried out by Ford in the Bac- 
teriological Laboratory of Johns Hopkins 
University in which he has found that it is 
possible to produce an immunity to the 
poison of Rhus Toxicodendron in a man- 
ner similar to that immunity which is caused 
by the development of antitoxic substances 
for the combating of infectious diseases. 
This discovery on his part is important 
from two points of view: First, because 
it has been commonly held heretofore that 
antitoxins could only be produced from a 
body supposed to be proteid, or proteid 
derivative, in its nature. Ford, however, 
points out that many individuals who have 
been severely poisoned by poison-ivy after 
a certain number of attacks become im- 
mune to it, and some patients even claim 
immunity after one severe attack. Ford 
quotes Syme as stating that after four or 
five months of repeated experiments upon 
himself, with the giucoside which he iso- 
lated, he became no longer susceptible to 
the poison, although originally his skin had 
been. extremely sensitive. 

For the purpose of the experiments which 
he desired to carry out Ford tells us that 
he employed the alcoholic fluid extract of 
rhus toxicodendron placed upon the market 
by Parke, Davis & Co., as he found that this 
fluid extract contains the active principle in 
practically constant proportions. He does 
not believe that the increased resistance on 
the part of the animals used was similar to 
that which is known to develop to arsenic, 
morphine, and other alkaloids like cocaine. 
The serum of animals which have become 
immune to these drugs does not confer im- 
munity upon other animals when it is in- 
jected into them, but in the case of animals 
that had been rendered immune to rhus 























toxicodendron he found that their serum 
possessed distinct antitoxic properties and 
would neutralize definite multiples of fatal 
doses in other animals. Thus, in one rabbit 
two cubic centimeters of serum neutralized 
two cubic centimeters of rhus toxicoden- 
dron; or, in other words, one cubic centi- 
meter of this animal’s serum would neu- 
tralize five or six times the fatal dose for 
the animal in question. 

The second point, which is of more im- 
mediate practical interest, is that this re- 
search holds out the possibility of obtain- 
ing serum from large animals which could 
be used in the treatment of severe cases of 
poisoning by Rhus Toxicodendron in human 
beings. 





THE DIAGNOSIS OF TUBERCULAR 
DISEASE. 





Though the discussion of tuberculosis, 
and particularly its prevention, has become 
of such wide-spread interest that it forms 
a part of current literature aside from that 
which is purely medical, and though the 
means of preventing the dissemination of 
the disease are well understood, wisely prac- 
ticed, and when conscientiously carried out 
probably entirely efficacicous, it must be 
confessed that in the mind of the profession 
at large the modern methods of early diag- 
nosis, upon the efficiency and surety of 
which so much of prophylaxis and even of 
successful surgical treatment depends, are 
still regarded as of scientific interest rather 
than of practical applicability. All physi- 
cians probably recognize that a tuberculous 
family history, recurrent and persisting at- 
tacks of pleurisy and bronchitis, the appear- 
ance of blood in the sputum, progressive 
weakness, shortness of breath, and particu- 
larly hurried pulse and dyspepsia, are com- 
mon indices of tuberculosis. Very much 
the same symptoms may follow from a va- 
riety of diseases. This is so often the case 
that the suspicion of the presence of tuber- 
culosis is not entertained until the disease 
is so far advanced as to wreck the health 
and to be accompanied by unmistakable 
symptoms of local destruction. The diag- 
nosis of pulmonary tuberculosis is greatly 
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facilitated by examination of the sputum 
and the finding in it of tubercle bacilli, and 
the methods have been simplified and re- 
fined until they are fairly reliable. Renal 
tuberculosis may, however, last for months 
or years and escape diagnosis on the basis 
of the finding of tubercle bacilli in spite of 
the most careful search. It therefore be- 
comes of the greatest importance to dis- 
cover a test which is absolutely conclusive 
of the presence or absence of tuberculous 
infection when symptoms suggesting either 
a purely local or systemic involvement are 
present. 

Calmette’s ophthalmic reaction has re- 
cently been lauded as one of great relia- 
bility. This is elicited by placing one drop 
of a one-per-cent watery suspension of dry 
tuberculin in the eye of a tuberculous pa- 
tient; the conjunctiva becomes red and in- 
flamed and shows all the signs and 
symptoms of acute mucopurulent catarrh. 
Clarke and Forsyth (Liverpool Medico- 
Chirurgical Journal, January, 1908) state 
that the simplicity, the ease, and the safety 
of the method commend it. The fact that 
the majority of tuberculous patients re- 
spond to it has been proven beyond doubt ; 
also that those in no way tuberculous oc- 
casionally give a characteristic reaction. 

As to the opsonic index, there seems to 
be a growing tendency to place a consider- 
able degree of confidence in this test, pro- 
vided it can be repeated many times and its 
findings are fairly consonant. The opsonic 
test implies the presence of a trained op- 
sonist with much leisure time on his hands 
and an enthusiasm for his work. Either a 
low or a high index to the tubercle bacillus 
is regarded as characteristic. The pub- 
lished reports do not justify a belief that 
the opsonist will become the infallible 
tubercle diagnostician. It is generally 
recognized that even though the opsonic 
index be persistently low this may merely 
indicate at the most a susceptibility to tuber- 
cular infection, and that there may be un- 
doubted tuberculosis with an index normal 
or nearly so on repeated examinations. 
Nor, according to Clarke and Forsyth, is 
the heated serum test of any great value. 
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It has been asserted that there are two 
kinds of opsonin in the blood: one destroyed 
by heat and called thermolabile; the other 
not destroyed by heat, and called thermo- 
stabile ; and that the thermostabile is much 
more abundant in tuberculous patients than 
in the normal individual. If this were true 
a valuable diagnostic means would be at 
hand. Repeated tests show that the ther- 
mostabile element in tuberculous serum is 
usually greater than that found in normal 
serum, but that it may be completely ab- 
sent or may be less. Hence a high ther- 
mostabile index is not inconsistent with an 
absence of infection, nor is a low one incon- 
sistent with tuberculous disease in an active 
State. 

From the ‘standpoint of the surgeon 
the fact that none of the modern laboratory 
tests are pathognomonic leads him to base 
his diagnosis and formulate his treatment 
in accordance with the history, develop- 
ment, and clinical manifestations of the af- 
fection under consideration, either totally 
disregarding the various tests or at most 
using them as a means of reénforcing his 
judgment if they develop according to his 
views, or utterly rejecting their conclusions 
if they do not accord with the clinical find- 
ings. The ophthalmic reaction must be re- 
garded as a distinct gain, since it provides 
those enthusiasts who are constantly looking 
to the laboratory for revolutionizing pro- 
cedures in both diagnosis and treatment 
with means of satisfying their concepts of 
scientific treatment at the least possible ex- 
pense to the patient. 





THE CLINICAL AND PATHOLOGICAL 
DIFFERENTIAL DIAGNOSIS OF DIS- 
EASES OF THE FEMALE BREAST 
IN ITS RELATION TO 
TREATMENT. 





It is generally accepted by the profession 
that the vast majority of tumors of the 
breast in young women are benign, while 
those occurring in mature, middle-aged, or 
old women are malignant; that the excep- 
tions to the first rule are rare, while those 
to the second are common; that cancer of 
the breast is a curable affection if recog- 
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nized early and operated upon properly; 
that benign tumors are cured by excision; 
that malignant tumors can be cured only 
by total excision not only of the breast and 
overlying skin, but of the underlying mus- 
cles and the lymphatic vessels and glands, 
at least as high as the first rib; that when 
the clinical diagnosis based on inspection 
and palpation and glandular involvement is 
established beyond peradventure, the time 
for probable successful surgical intervention 
is usually overpast. It has therefore be- 
come a custom in some clinics to immedi- 
ately excise all breast tumors, subjecting the 
portion removed to microscopic examina- 
tion, frozen sections being employed for this 
purpose, and to proceed further in accord- 
ance with the microscopist’s findings, the 
wound either being closed at once, if these 
are in favor of benignancy, or total ex- 
cision of the gland, its surrounding tissues 
and lymphatic connections being practiced 
in case examination shows that malignant 
degeneration is present. 

It is noteworthy in this relation that 
Bloodgood (American Journal of the 
Medical Sciences, February, 1908) states 
that for the last three years he has made 
“immediate frozen sections of fresh tissue 
received in the pathological laboratory, but 
up to the present time a stained frozen sec- 
tion has never been of aid in making the 
diagnosis when we have been unable to 
come to a conclusion from the fresh appear- 
ance of the tissue, nor up to the present 
time have I ever depended upon a frozen 
section to influence the operative procedure, 
and I have always been governed by the 
decision made from the study of the fresh 
appearances at the exploratory incision.” 

Bloodgood states that tumors of the 
breast which may appear clinically doubtful 
can be separated into two great groups. 
The larger group comprises the solid 
tumors, the relatively smaller group the 
cystic. The solid benign tumors are the in- 
tracanalicular myxoma, the fibroadenoma, 
the cystic adenoma, tuberculosis, non-tuber- 
cular mastitis, and senile parenchymatous 
hypertrophy. All solid tumors of the breast 
may appear either as distinctly encapsu- 
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lated, circumscribed nodules, or areas of in- 
duration. If a tumor, no matter what its 
character, is buried in the breast tissue, it 
may give the palpating finger a sense of a 
non-encapsulated mass. Indeed, it is fre- 
quently impossible to make a positive diag- 
nosis of a tumor of the breast in a woman 
over twenty-five. 

The intracanalicular myxoma Bloodgood 
has observed up to the age of forty-two. 
It is often multiple and bilateral. It is 
elastic, lobulated, and encapsulated. In 
exploratory incision it is recognized by 
its definite capsule and by the round- 
ish myxomatous lobules which project 
above the cut surface. These tumors may 
be quiescent for years and ultimately disap- 
pear. Operation is only indicated when 
they cause much pain or exhibit rapid 
growth. The tumor itself only requires re- 
moval. The single intracanalicular myxoma 
may grow very rapidly and reach great size, 
forming cysts in which sarcomatous degen- 
eration is prone to develop. Tumors ex- 
hibiting this characteristic of rapid growth 
should be removed, together with the pec- 
toral muscles, but not necessarily the chain 
of glands. 

Cystic adenoma Bloodgood describes as 
a rare tumor appearing between the age of 
twenty-five and thirty-eight years. It is 
encapsulated with minute cysts projecting 
from the capsule, 2 to 5 millimeters in di- 
ameter, with various-colored contents. Such 
tumors should be distinguished from the 
early adenocarcinoma, which, though not 
encapsulated, has a condensed outer zone 
with moderate infiltration of the surround- 
ing breast and small cystic cavities within 
the condensed zone. Tuberculosis begins 
simply with an area of induration. On 
clinical examination, without section, this 
infiltration cannot be distinguished from 
carcinoma. The section of the mass ex- 
hibiting caseation should make the diag- 
nosis clear. Non-tuberculous mastitis un- 
associated with lactation Bloodgood re- 
gards as a very rare lesion, which calls for 
diagnosis by exploration. He states that 
it is most important to bear in mind that 
malignant tumors of the breast may arise 
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during pregnancy or after lactation is es- 
tablished, and that caking or induration of 
the breast before the birth of a child in a 
woman over twenty-five should always be 
immediately explored, since in his experi- 
ence it is either tuberculous or carcinom- 
atous. Lactation mastitis with rare ex- 
ceptions develops before the child is four 
months old, and should either undergo reso- 
lution or suppuration in a few days. If 
the area of induration persists, and yet 
shows no evidence of abscess formation, 
one should be suspicious of tuberculosis or 
carcinoma, and immediate exploration is in- 
dicated. 

Chronic lactation mastitis and the forma- 
tion of a chronic abscess so closely resembles 
carcinoma that the diagnosis has been made 
by an exploratory incision, though Blood- 
good states that he has twice observed 
abscess formation in medullary carcinoma. 

Carcinoma of the breast is divided into 
adenocarcinoma, medullary carcinoma, and 
scirrhus. Of the adenocarcinoma, the 
comedo adenocarcinoma (duct cancer), be- 
ginning as a circumscribed but not encap- 
sulated tumor, shows on section “trabeculz 
of fibrous tissue in the meshes of which are 
round granular areas from the center of 
which worm-like comedo bodies can be ex- 
pressed.” Bloodgood regards the appear- 
ance of this tumor as absolutely character- 
istic, and in his experience of eleven cases 
none have shown metastases of the axillary 
glands and all have remained well after 
operation. This, though it represents the 
least malignant form of cancer of the breast, 
calls for the complete operation. 

The colloid adenocarcinoma exhibits on 
incision a thin capsule, and on section “be- 
tween narrow fibrous trabecule bulging 
pink gelatinous lobules” are seen. This 
tumor is also comparatively benign; Blood- 
good believes it is often multicentric and 
advises the complete operation when it is 
found. 

The adenocarcinoma beginning as cir- 
cumscribed cystic adenoma is more malig- 
nant than either of the two preceding forms 
and more likely to form metastases. Adeno- 
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carcinoma beginning in senile parenchym- 
atous hypertrophy, Bloodgood states, gen- 
erally manifests itself by retraction of the 
nipple or some involvement of the skin, 
whilst the exploratory incision reveals “‘in- 
crease of new connective tissue between the 
little cysts, and the finely granular areas of 
carcinoma, which can be expressed, will al- 
low a positive diagnosis of cancer.” If 
the surgeon is in doubt Bloodgood advises 
the complete operation. He considers re- 
moval of one or both breasts advisable be- 
fore the development of carcinomatous 
stigmata. 

Medullary carcinoma in the early stages 
may simulate a benign growth. On ex- 
ploratory incision “there is no distinct cap- 
sule, and the soft, finely granular, friable 
tumor should not be mistaken for any other 
lesion.” 

In the very early stages scirrhus may 
simulate other tumors. It is characterized 
on section “by the star-like mass of fibrous 
tissue containing in its trabeculz fine granu- 
lar areas.”” Bloodgood states that the small 
scirrhous carcinoma appearing as a circum- 
scribed nodule is often mistaken for benign 
tumor, and particularly warns surgeons and 
pathologists not to depend upon rapid 
frozen sections for the differential diag- 
nosis between these scirrhous carcinomata 
and adenofibromata, since the old adeno- 
fibroma in which the epithelium-lined spaces 
are undergoing atrophy resembles, in the 
frozen section, a scirrhus. 

As to cystic tumors of the breast, Blood- 
good states that a smooth-walled cyst with- 
out a papilloma containing blood has, in his 
experience, invariably been carcinoma; that 
the simple cyst which may arise in any stage 
of senile hypertrophy has a distinct wall, 
smooth inner surface, and non-hemorrhagic, 
clear, cloudy contents; that a benign cyst 
with a papilloma has the same wall as the 


simple cyst, but projecting from the wall at 
one point there is a small or large papilloma: 
the contents of this cyst may be bloody, and 
there is usually a history of discharge of 
blood from the nipple. In the malignant 
papillomatous cyst the distinct wall beneath 
the base of the papilloma is lost and replaced 
by solid cancer tissue, and the papilloma 
has lost its characteristic lobulated surface 
and usually looks like a soft medullary car- 
cinoma. 

The benign dermoid cyst has a distinct, 
thin cyst wall and the usual granular der- 
moid material, whilst the malignant dermoid 
exhibits a thicker wall which cannot be 
enucleated from the surrounding breast tis- 
sue and on section has the granular appear- 
ance of cancer, although the contents do not 
differ from that of a benign cyst. 

The importance of Bloodgood’s contribu- 
tion, which represents to an extent a sum- 
marizing cf his previous truly admirable 
papers upon this topic, together with the 
results of further study, will be at once con- 
ceded by every active surgeon who, having 
for his j:tincinal aim the radical cure of his 
patients, still endeavors to attain this end 
with the least possible mutilation. The 
ease and safety of the total removal of the 
breast 1s such that the surgeon in doubt is 
tempted to resort to this procedure rather 
than run the risk of a cancerous recurrence. 
Doubtless many breasts have been unneces- 
sarily sacrificed. Bloodgood has demon- 
strated that a careful study of breast tumors 
will in the majority of instances enable the 
surgeon from gross appearances to form a 
just estimate as to the proper surgical pro- 
cedure. He has further emphasized the fact 
that often only ky an exploratory incision 
is the differe:tiai diagnosis between benign 
and malignant growths possible at the time 
when operative intervention is likely to be 
successful. 

















ANGINA PECTORIS. 


In the Clinical Journal of November 6, 
1907, RANKIN states that the question of 
treatment must be considered under two 
aspects—that which is necessary during the 
attacks, and that which is called for in the 
intervals between them. km view of the in- 
tensity of the pain and the urgency of the 
symptoms, the attack demands prompt 
measures for its relief. The only drugs 
upon which reliance is to be placed for this 
purpose are morphine, oxygen, nitrite of 
amyl, and chloroform. Morphine should be 
administered hypodermically in a dose of a 
quarter of a grain, and its efficacy is in- 
creased by combining it with one hundredth 
of a grain of atropine. Morphine not only 
relieves the pain of the attack, but it also 
asserts a powerful dilating action on the 
small vessels by which peripheral resist- 
ance is reduced. It should not be used in 
cases in which there is a threatening of car- 
diac failure or in which pulmonary edema 
is present. Under such circumstances ether 
or caffeine, administered hypodermically, 
are useful substitutes. But morphine has 
the advantage of taking a short time to 
exert its influence. In the first instance, 
therefore, it is always wise to administer 
by inhalation five or six drops of nitrite of 
amyl, the value of which as a vasodilator 
was first discovered in 1867 by Lauder 
Brunton. Its action is rapid but fugitive. 
In a few seconds the face becomes flushed, 
the eyes injected, and a sense of throbbing 
is experienced in the head. The effect of 
the drug does not last more than from thirty 
seconds to a minute, and in many instances 
the inhalation must be repeated until the 
morphine has time to manifest its influence. 
Sometimes it proves quite powerless, and it 
is under such circumstances that chloroform 
finds its opportunity: a whiffs act 
promptly and seldom fail to give relief. 
Similarly, the free inhalation of oxygen is 
often valuable. The oxygen not only re- 
lieves the gasping breathing, but it secures 


few 
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the circulation through the constricted cor- 
onary arteries of superoxygenated blood 
by which the myocardium is powerfully 
stimulated. It is convenient to recommend 
those who are subject to anginal attacks to 
carry always with them some of the small 
glass bulbs provided by manufacturing 
chemists, each containing the proper dose 
of amyl nitrite for one inhalation. These 
are easily broken in a handkerchief at the 
onset of the attack. 

Other useful vasodilators are nitro- 
glycerin and nitrite of sodium, but they are 
less rapid in their action than those already 
referred to. To some patients nitrite of 
amyl is an offensive drug, and for them the 
best substitute for self-administration is 
nitroglycerin made up in one-minim doses 
of the one-per-cent solution into small tab- 
lets, which may be carried conveniently in 
the waistcoat pocket. To get the best and 
speediest effect the tablet should be nibbled 
and allowed to dissolve in the mouth before 
swallowing. 

In the intervals between the attacks the 
patient should, as much as possible, avoid 
physical fatigue and violent emotions. He 
ought to have long nights in bed, and the 
ordinary habits of his daily life should be 
disciplined so as to promote a quiet and un- 
eventful routine. Frequent holidays, dur- 
ing which there is a complete abstention 
from the duties of ordinary occupation, are 
desirable. A moderate amount of quiet ex- 
ercise in the open air is a daily necessity. 
The diet should be simple and bland; pro- 
teids, tea and coffee must be taken in very 
moderate amount, and all varieties of food 
that tend to tax the digestive power are best 
done without. Pure water, or a natural 
alkaline water, may be drunk with meals, 
and a tumberful of piping hot water sipped 
in the early morning before breakfast pro- 
motes the activity of the portal circulation 
and the excretion of accumulated waste. 
Milk should enter largely into the daily 


regimen. Tessier suggests that salt should 
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be withheld as much as possible. After an 
attack of angina, Muklen recommends a 
saltless diet for five days, followed by two 
days of milk diet before returning to the 
usual plan of mixed meals. 

In order to keep the arterial tension low, 
mild mercurials should be given period- 
ically: 1 grain of calomel, or two grains of 
blue pill, combined with 3 grains of rhu- 
barb, may be taken as a matter of routine 
once a week, and at other times the bowels 
should be kept gently open by a morning 
dose of Carlsbad salts. When the tension 
increases it ought to be controlled by iodide 
of potassium or sodium in 10-grain doses, 
combined with one or two minims of the 
one-per-cent solution of nitroglycerin and 
three minims of Fowler’s solution taken 
after meals three times a day. This com- 


bination” may be continued safely over some ' 


months or even years, if care is taken to 
prevent saturation by omitting it for one 
week out of four. Where the history re- 
veals a gouty element in the case, colchicum 
may be added to the mixture. In addition 
to its antigouty value, it accentuates the 
vasodilating influence of the other drugs. 
Tonics are sometimes indicated, and of 
these among the best is a mixture of dilute 
hydrochloric or phosphoric acid with strych- 
nine in decoction of bark. In cases in which 
angina is an associate of valvular disease 
circumstances may arise which call for the 
exhibition of digitalis. The existence of 
angina does not contraindicate the use of 
this drug, but its constrictive influence on 
the arterioles should be counteracted by 
combining it with either nitroglycerin or 
erythrol tetranitrate. It is claimed for the 
latter drug that its influence is more last- 
ing than that of the other vasodilators. In 
the false variety of the disease, treatment 
must be pursued along similar lines so far 
as the attacks are concerned. When they 
are severe nitrite of amyl or even morphine 
may be a necessity, but milder remedies 
often suffice. Valerian, sumbul, aromatic 
spirit of ammonia, or chloric ether given at 
the onset may be effectual, and to any of 
them nitroglycerin should be added if the 
pulse indicates a high degree of tension. In 
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the intervening periods the clue to success- 
ful medicinal treatment lies in ascertaining 
the determining cause of the seizure. This 
is not always easy to accomplish, but it is 
obvious that bromides or hydrobromic acid 
are likely to prove useful in excitable per- 
sons of neurotic temperament, iron or 
arsenic in anemic conditions, and simple 
alkaline or acid mixtures, according to in- 
dication, in those who are the victims of 
disturbed digestion. 

In a large proportion of cases, especially 
those occurring at or about the climacteric, 
the following prescription, ordered in cap- 
sule form, and to be taken three times a 
day, will be found useful: Valerianate of 
zinc, three grains; ichthyol, three grains; 
arsenous acid, one-fortieth of a grain; and 
extract of cannabis indica, one-fourth of a 
grain. 

The bowels must be thoroughly evacu- 
ated every day, and for this purpose a pill 
containing half a grain of calomel, quarter 
of a grain of aloin, and three grains of com- 
pound asafetida pill, taken at bedtime, 
when necessary, will generally prove effica- 
cious. 





THE TREATMENT OF LIVER ABSCESS. 


Curtis in the Clinical Journal of Novem- 
ber 6, 1907, states that operative treatment 
should always be arranged for at the time 
exploratory puncture is decided upon, so 
that the line of successful puncture may be 
followed up at once, one anesthetic then 
only being required. 

In practice, one punctures where the 
physical signs have enabled the pus to be 
located. Redness and edema, with a local- 
ized tumor, indicate that the abscess is 
superficial and pointing, and puncture is di- 
rected accordingly. 

The seat of the abscess is in the right 
lobe in 70 to 80 per cent of the cases, in 
the left lobe in 5 to 15 per cent, in both 
lobes in 9 per cent, and in the Spigelian 
lobe in 2 to 5 per cent, the upper and pos- 
terior part of the right lobe being the com- 
mon seat of abscess, which much less fre- 
quently occupies the concave surface 
(Davidson). 
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If the abscess is evidently pointing, treat- 
ment simply consists in following up the 
exploratory puncture needle, left in situ, 
with a long, narrow-bladed knife, when the 
abscess cavity is rapidly struck and the pus 
evacuated. The insertion of a stout, wide- 
bore tube, sutured te the integuments, com- 
pletes the operation. The danger of seri- 
ous hemorrhage is practically nil. 

If there are no signs of pointing the 
abscess must be sought, Cheyne says, by 
exploratory puncture, the trocar and can- 
nula of fairly wide bore being thrust 
through either the eighth or ninth inter- 
costal space in the anterior axillary line; 
or failing this, through a point in the nipple 
line just below the right costal margin. If 
this also gives a negative result the needle 
is next thrust through the ninth or tenth 
right intercostal space, vertically below the 
angle of the scapula. If pus is found the 
rib may be exposed and a portion excised. 
This is not always necessary. On deepen- 
ing the incision, if the parietal pleura is ex- 
posed it is dissected up and the layer over 
the diaphragm separated, so as to be 
brought into easy apposition with the parie- 
tal layer, to which it is then sutured. When 
this is done, or if the pleural cavity has 
not been opened, the diaphragm is incised 
along the line of the cannula, left in situ, 
Cheyne advising that the liver be pushed 
well up against the diaphragm, so as to pre- 
vent the escape of pus between it and the 
liver. 

A pair of long-bladed dressing or poly- 
pus forceps is now inserted by the side of 
the trocar, and a drain tube inserted along 
the track thus dilated up. Gauze packing 
for twenty-four hours may be advisable 
where the pleural cavity has been laid open. 

Manson devised a very simple 
method, details of which are to be found 
in his book on “Tropical Diseases,” 
cially valuable, perhaps, in the case of 
abscesses deeply situated and difficult to 


has 


spe- 


drain. 

After puncture with a large trocar and 
cannula four to five inches long by three- 
eighths inch in diameter, the trocar is with- 
wide-bore 


drawn. <A_ correspondingly 
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drainage tube, closed at its inner end, but 
having a wide lateral opening made close 
by, is stretched taut on a stilette, so as to 
elongate and narrow its caliber consider- 
ably, and in this condition thrust along the 
cannula to the back of the abscess. The 
cannula is carefully withdrawn, and then 
the stilette, leaving the now completely con- 
tracted drainage tube in situ, the return to 
its normal caliber entirely preventing any 
leakage of pus along the track through the 
diaphragm. 

Where it is necessary to open through 
the abdomen, if the liver is adherent, there 
is no difficulty in opening the abscess. 
Where the respiratory movements of the 
cannula left in place indicate few or no 
lesions, some operators prefer to insert 
gauze pads within the peritoneal cavity, 
with the view of promoting adhesions. 
Even where no adhesions exist the risk of 
soiling the peritoneum by the escaping pus 
does not appear very great, so that prelim- 
inary suture of the friable capsule of the 
liver to the peritoneum has been largely 
abandoned. It may, however, after insert- 
ing temporary pads of gauze, be advisable 
to evacuate as completely as possible the 
abscess through a large cannula, before 
withdrawing it to insert the stout, wide- 
bore- drainage tube. In this way the liver 
is enabled to fall back into a more normal 
position with regard to the abdominal wall, 
so that there is less likelihood of leakage, 
or of kinking of the tube. 





SOME REMARKS ON THE DIAGNOSIS 
AND TREATMENT OF PERI- 
CARDITIS. 

SAMUEL WEst, in the British Medical 
Journal of October 26, 1907, refers in re- 
spect to treatment to only two special 
points—the use of opium and paracentesis. 
Opium.—The writer cannot understand 
the objection often felt to the use of opium 
in heart affections. He has used it largely, 
and has never seen anything but good fol- 
low its judicious administration. In acute 
pericarditis it is an invaluable remedy, for 


it allays the irritable, excited action of the 
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heart in a way no other drug does. No 
large amount is required. Small doses at 
frequent intervals, say 5 minims of lauda- 
num or so every four hours, are all that is 
necessary. Then the patient, who has been 
restless, distressed, and in pain, becomes 
quiet and relieved, the pulse-rate drops 20 
beats or more, and the action of the heart 
becomes steadier and more _ sustained. 
Many cases of rheumatic heart affections 
in the acute stage do better with opium 
than any other drug, and some seem to do 
no good without it. 

Paracentesis is rarely necessary in peri- 
cardial effusions of rheumatic origin. They 
are always serous, and even the largest 
usually spontaneously disappear. A puru- 
lent effusion must be evacuated, but before 
it can be diagnosed the nature of the effu- 
sion must be determined by exploratory 
puncture. It becomes important, therefore, 
to consider whether exploratory puncture 
or paracentesis, if it be decided on, can be 
most safely done. 

It is obvious that the needle should be 
inserted where the heart is farthest away 
from the seat of puncture, so as to be out 
of reach of the needle. There is only one 
really safe place, and that is between the 
extreme limit of the cardiac dulness in the 
axilla and the place where the apex is de- 
termined to be. If a hollow needle be care- 
fully inserted here no harm can possibly 
follow. In any other place the risk of 
striking the heart is considerable. It is not 
so much a puncture right through the walls 
of the heart that is to be feared, for this has 
often been done with impunity both by acci- 
dent and intention. The danger lies in the 
needle scratching the heart, which then rubs 
a hole in itself, as it were, leading quickly 
to a tear or rupture, with the escape of 
blood into the pericardium and immediate 
death. 

It seems that in many books the differ- 
ence between paracentesis and incision is 
not clearly drawn. The places advocated 


are Rotch’s notch in the fifth intercostal 
space near the sternum on the right side, 
or in the fourth left space near the sternum 
well within the normal area of cardiac dul- 
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ness. Both are very dangerous places for 
puncture. 

Rotch’s notch, the author confesses, he 
cannot make out; at any rate, in such a way 
as to assist in the diagnosis between dilata- 
tion of the heart and pericardial effusion, 
and consequently it seems to him useless as 
a help in paracentesis. 

The only argument in favor of choosing 
a spot within the normal cardiac dulness 
for paracentesis is that the pleural cavity 
need not then be penetrated. But hepatic 
abscesses are not infrequently opened 
through the lower ribs behind, and if no 
regard is had to the pleura in such cases, 
why must it be treated with so much re- 
spect in paracentesis or incision of the peri- 
cardium? In some instances unusual cases 
may have to be selected. The author states 
that he has himself with impunity punc- 
tured in many strange parts, and even 
drawn blood, showing that he had punc- 
tured the heart. But in all ordinary cases 
the only really safe place is between the 
apex and the outer limit of the pericardial 
dulness, and that in spite of the pleura be- 
ing traversed. 

If the effusion be purulent, of course fur- 
ther down procedure will be necessary, but 
paracentesis must precede incision, for there 
is no other way of ascertaining the nature 
of the effusion. In one interesting case in 
which the author had by means of a fine 
needle ascertained the presence of pus, he 
endeavored to pass a larger needle in order 
to draw it off, but found the needle blunt, 
so that it would not pass without more 
force than he cared to exercise. He there- 
fore postponed further proceedings till the 
next day. 

He must have punctured the pericardium, 
for during the night the pericardium 
emptied itself into the pleura. This was 
then tapped, and in a few days the patient 
was convalescent. In many cases in which 
the pericardium has been incised the or- 
iginal incision was made into the pleura, 
either because there was, or was thought 
to be, a pleural etfusion. The pericardial 
sac was then felt bulging and incised. In 
one case of this kind the pericardial effusion 
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developed in the course of pyemia, of 
which the child died. The author was then 
enabled to examine the pericardium three 
days after the incision, and found it uni- 
versally adherent and perfectly empty of 
pus. This is an important case, for it shows 
that purulent pericarditis is more likely 
than empyema to be.cured by paracentesis, 
though there are many cases of empyema, 
too, in which paracentesis has sufficed for 
cure. 

When purulent pericarditis has been diag- 
nosed and incision is decided on, it is ad- 
vised that the seat of incision should be 
near the sternum on the left side, and that 
portions of the ribs here should be removed. 
The excision of ribs here the author con- 
siders highly undesirable, for it weakens 
the chest permanently. He has already 
shown that after evacuation the pericardium 
very rapidly closes upon the heart, and that 
even if pus escape into the pleura it need 
not affect materially the ultimate prognosis. 
But, as a matter of fact, it does not follow 
that the operation must be succeeded by 
empyema. Therefore the author would on 
the whole strongly advocate that puncture 
should be made in the apex region, as he 
has suggested, and, the pus. having been 
found, that the needle should be used as a 
director, the knife passed along it, an in- 
cision made in this place, when the peri- 
cardial sac may be washed out, if necessary, 
and drained here. 





A CASE OF POISONING BY POTASSIUM 
CHLORATE. 

A fatal case of poisoning by potassium 
chlorate studied in the wards of Professor 
Klemperer at the Moabit Hospital at Ber- 
lin is recorded in the Allgemeine Medi- 
cinische Central-Zeitung of July 6, 1907, 
by Dr. Hans Hirschfeld, the changes pro- 
duced in the blood being given in detail 
and with special care. The influence of the 
drug upon the red blood-corpuscles is well 
known, but in this case some changes were 
found in the white corpuscles which have 
not hitherto been observed. The patient 
was a young woman, aged nineteen years, 
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who had taken 20 grammes of potassium 
chlorate on June +. Two days later she 
was admitted into hospital showing the 
typical bluish-gray tinge of the skin with 
sligatly icteric conjunctive and passing 
scanty dark-brown urine containing large 
quantities of methemoglobin. Venesection 
was at once performed and a transfusion 
of defibrinated human blood was carried 
out, as a result of which the general con- 
dition was somewhat improved. In the 
next few days but very little urine was 
passed, and edema, vomiting, and signs of 
cardiac weakness rapidly developed. At the 
same time, however, the condition of the 
blood improved, but the bluish-gray color- 
ation of the face gave place to great pallor. 
The treatment adopted included infusion of 
salt solution, hot-air baths, pilocarpine in- 
jections, and administration of oxygen. The 
patient died on June 13, having lived nine 
days after taking the chlorate of potassium. 

In regard to the result of the examination 
made of the blood the most severe changes 
were observed on the day of admission— 
i.¢., on the third day after the poisoning. 
A large proportion of the erythrocytes 
showed a more or less advanced decolor- 
ization of the stroma, and the small pig- 
mented bodies containing methemoglobin, 
first described by Ehrlich, appeared within 
them. They were observed either singly 
or in groups in many erythrocytes, some- 
times occupying the center of the corpuscle 
and at other times lying near the periphery. 
It appeared that they sometimes escaped 
and were found free in the blood plasma. 
An enumeration of the erythrocytes at this 
stage is not of any value owing to the fact 
that many disintegrated cells are likely to 
be included. Three days later the number 
of degenerating red cells was much less, 
and on the next day they had entirely disap- 
peared. The number of erythrocytes was 
then found to be 1,500,000 per cubic milli- 
meter, and nucleated red blood-corpuscles 
were also observed to be present. As re- 
gards the leucocytes, when the case was 
first seen Dr. Hirschfeld counted 30,000 
per cubic millimeter, while four days later 
their number had fallen to 15,000. The 
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most noticeable increase was found to be in 
the polymorphonuclear leucocytes, but 
myelocytes were also seen. 

In regard to the changes observed in the 
structure of the leucocytes as a resu# of 
poisoning by chlorate of potassium, only 
very few observations are on_ record. 
Kroénig observed a fibrillation of the pro- 
toplasm of the lymphocytes, and Jacob 
stated that a large number of the leucocytes 
appeared to be swollen. The former of 
these observations Dr. Hirschfeld was not 
able to confirm, and the latter he explains 
as due to pressure in the method of prepa- 
ration, as he did not find the swollen ap- 


pearance in fresh specimens. Some of the 


leucocytes may contain the remains of de- 


generated erythrocytes. Other cells show 
variation in their neutrophile granulations, 
which may be in clumps in some parts, leav- 
ing gaps in others. A very noticeable form 
was also neutrophile cells with several 
spherical nuclei, a form usually observed 
in pus, especially that due to gonorrhea. 
Other cells were seen which were identical 
with the pseudoleucocytes of Ehrlich and 
were due to breaking up of the polymor- 
phonuclear cells. Although known to oc- 
cur in exudates they have only once before 
been seen in blood, viz., in a case of hemor- 
rhagic smallpox studied by Ehrlich. The 
interest of this case lies in the great care 
with which the changes in the blood were 
observed and in the evidence it affords that 
potassium chlorate affects the white cor- 
puscles injuriously as well as the red.— 
Lancet, Oct. 26, 1907. 





A DANGER IN THE USE OF ATOXYL. 


M. H. Hattopeau discussed a case of 
blindness due to the use of atoxyl before 
the Académie de Médecine (Bulletin, July 
9, 1907). The patient, whose case had been 
reported by a foreign colleague, had re- 
ceived 5.10 grammes of atoxyl during 
twenty-six days. A few days after the last 
injection she developed visual trouble, re- 
sulting after fourteen days in complete 
amaurosis. The fundus was normal, ex- 


cept for a small focus of choroiditis. M. 
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Hallopeau admits that the blindness was 
probably caused by the atoxyl, but he calls 
attention to the following modifying cir- 
cumstances: (1) The patient was suffer- 
ing at the time from alcoholic neuritis, and 
was, therefore, in a condition of lowered re- 
sistance to the toxic action of the medica- 
ment. (2) The dose was relatively high. 
The quantity administered during twenty- 
six days would by the author have been 
spread over thirty-nine days, during which 
time a greater elimination of the drug would 
have taken place. (3) The drug used was 
of foreign manufacture. M. Duret has 
shown by chemical experiments that some 
samples of atoxyl contain free arsenites and 
arseniates, bodies eminently toxic. The 
author found no case of visual trouble in 
130 cases treated in the St. Louis Hospital, 
French atoxyl being used; but in 10 cases 
in which atoxyl of foreign manufacture 
was administered, two patients suffered 
from slight and transient ocular disturb- 
ance. Other cases of ocular trouble due to 
atoxyl have been reported. In one case 
atoxyl had been given continuously for 
three months. Enormous doses have been 
given in sleeping sickness, as much as 55 
grains in a few weeks. M. Ayres Kopke 
noted 6 cases of visual affection among 14 
(29 Laveran) of these cases, in 3 of which 
blindness ensued. Result due not to excess 
of atoxyl, but to its German source (La- 
veran). Gama Pinto found optic atrophy 
in these. In one other case there was uni- 
lateral hemianopsia. 
given was 5.50 grammes. (Among cases 
of sleeping sickness treated with atoxyl in 
the Pasteur Hospital no ocular accident oc- 
curred—Laveran. ) 

In view of this complication, M. Hallo- 
peau now recommends the postponement of 
the second series of injections until the 
arsenic injected in the first series has been 
completely eliminated, precise indications of 
which are to be expected from some re- 
searches now being carried out by M. Four- 
neau. As administered by the author, 
slight symptoms of gastrointestinal intoler- 


The minimum dose 


ance have been observed occasionally, al- 
ways occurring after the fourth injection. 
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To be on the safe side, therefore, a pause 
should be made after the third injection. 
That this restricted medication is undoubt- 
edly useful is shown by the fact that the 
author has observed a most notable amelio- 
ration after the second injection, and even 
recalls the disappearance of a _ papulo- 
squamous syphilide after only one injec- 
tion. M. Hallopeau believes also that fa- 
vorable results have been observed in sleep- 
ing sickness after the injection of one dose 
of 1.50 grammes. He considers, therefore, 
that the drug should not be pushed till all 
syphilitic manifestations have disappeared, 
but that it will nevertheless attenuate the 
intensity of the disease, giving a heavy 
blow, as it were, to the treponema. The 
author gives as his routine prescription, in 
patients of medium stature, three injections 
of French atoxyl in decreasing doses—the 
first 0.75 gramme, two days later 0.60 
gramme, and three days after that 0.50 
gramme. After waiting ten days he begins 
a course of mercury lasting sixty days, con- 
cluding, if necessary, with a course of 
iodides. M. Hallopeau considers that the 
results obtained from the use of this third 
specific in syphilis justify him in continu- 
ing the treatment, and predicts a good ca- 
reer for this anilarsenate of soda, used 
with necessary precaution—British Medical 
Journal, Dec. 7, 1907. 





THE TREATMENT OF MOBILITY OF 
THE KIDNEYS. 

Hector MacKenzie tells us in the Lan- 
cet of October 26, 1907, that the vast ma- 
jority of the cases under his care had no 
symptoms connected with the kidney con- 
dition and required no treatment for it. 
Cases in which the patient suffers from at- 
tacks of pain of only occasional occurrence 
are best treated by rest in the position which 
the patient instinctively assumes as the most 
comfortable—namely, on the back or on 
the side of the affected organ. The local 


application of heat by hot-water bottles or 
hot fomentations, or of preparations of 
belladonna, is useful in relieving severe 
pain. 


In cases in which the pain is wear- 
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ing and persistent, rest in bed should be 
insisted on for some time. In thin and 
neurasthenic subjects an attempt should be 
made to improve their nutrition and gen- 
eral condition. Prolonged rest, good feed- 
ing, and general massage sometimes prove 
very beneficial. The kidney may settle down 
into its proper situation, and with an in- 
crease of the body fat be better supported 
when the patient gets about again. A pad 
and bandage will often afford great relief 
when the patient is up and about, and in the 
slighter cases the patient need only wear it 
when she is about to make some unusual 
exertion. Many of the kidney belts are 
cumbrous and unsatisfactory and fail to 
give relief. The appliance which the author 
has found most efficient is of the nature of 
a spring truss, and keeps the kidney in posi- 
tion by properly applied pressure of the 
spring. Some patients are entirely relieved 
from their symptoms by such an apparatus. 

It is interesting to note that of the pa- 
tients who had symptoms there was not one 
in this series in whom the symptoms were 
so severe or serious as to call for surgical 
treatment. The author recalls very few 
cases altogether in which he has advised 
patients to undergo an operation. He is in- 
clined to think that most of the cases which 
surgeons operate on go to them directly and 
not through the advice of a physician. 
When he has a case in which the symptoms 
are severe and persistent and do not yield 
to medical treatment, he is glad to seek the 
help of the surgeon. But he should always 
advise recourse to other methods of treat- 
ment first. While he has no doubt that the 
results of surgical fixation of the kidney 
are sometimes most excellent, the operation 
is not uniformly successful, and is not alto- 
gether free from risk to life, one case known 
to the author undergoing an operation for 
floating kidney and dying a fortnight after. 

The author leaves it to surgeons to de- 
scribe the methods and indications for 
operation, but gives a short summary of 
the results in 131 cases which he has col- 
lected from literature. Out of 131 recorded 
cases operated on by eminent surgeons, 
nephrorrhaphy or nephropexy was _ per- 
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formed 113 times, with a successful issue 
in 80 cases, but in some of these the time 
which had elapsed after the operation was 
too short to enable one to judge of the real 
result. In 17 cases partial relief only fol- 
lowed, and in 13 the result was failure, and 
in five of these subsequent nephrectomy was 
performed with a successful issue. In three 
cases there was a fatal result. Nephrectomy 
was performed as the primary operation in 
18 cases; 14 were successful; one was a 
failure; three proved fatal. In these cases 
which were operated on pain was an almost 
invariable symptom. Dietl’s crises were 
recorded in two cases; vomiting was re- 
corded in 11; irregular micturition in one; 


the presence of a tumor was noted in 10; 


and mental distress on account of the tumor 
in one. There is one surgeon who seems 
to have operated in a large proportion of 
his recorded cases on account of such symp- 
toms as nervousness and dyspepsia. 

As it is now eight years since he collected 
from what was then recent literature the 
above series of cases operated on, he has 
consulted the reports of St. 
Thomas’s Hospital for the six years ending 


surgical 


December, 1905, and adds that the results 
of operation appear to be much better in 
recent years than they were previously. Of 
106 cases of nephroptosis admitted to the 
surgical wards of St. Thomas’s Hospital 
during these years, 80 cases were operated 
on without a single death. In 73 cases the 
operation was nephropexy, in three neph- 
ropexy was combined with nephrotomy, in 
one the operation was a lumbar incision and 
packing with gauze, in one nephropexy was 
followed by subsequent nephrectomy, and 
in two nephrectomy alone was performed. 

In conclusion, he repeats that movable 
kidney is undoubtedly a very common con- 
dition in the female subject, that in the great 
majority of cases it produces no symptoms 
and requires no treatment when local symp- 
toms are absent. When symptoms are pres- 
ent a fair trial should be made of non- 
operative methods of treatment. Only when 
there is reason to believe that the kidney is 
the seat of disease should recourse be had 
to operation. 
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THE ART OF GARGLING. 


In the course of.an article on this subject 
in the Medical Record of December 14, 
1907, RICHTER in speaking of infection of 
the pharynx says that as the territory is 
freely accessible, local treatment is indi- 
cated. The method employed most fre- 
quently is gargling, by taking a swallow 
of pure water or of a mixture, allowing it 
to run into the posterior part of the mouth, 
and then, with a slow expiration through 
the mouth while the soft palate occludes 
the pharynx, to agitate it so that the 
bubbling fluid washes the surface. 

In gargling after this manner the arches 
of the palate, together with the uvula, close 
so far that only the expired air passes 
through a small opening of the fauces, but 
none of the gargle itself can flow back into 
the pharynx. Only the oral cavity is 
washed. 

To reach the pharynx proper and the 
nose a favorite method with many is the 
use of the nasal douche. With this, how- 
ever, usually only the floor of the nose and 
the median region of the pharynx are 
rinsed. The laws of hydrostatics will pre- 
vent a more extended action of the fluids 
employed, excepting where the nose is be- 
ing flushed with the head hanging down 
backward until the roof of the mouth is 
parallel to the floor. That is a difficult and 
disagreeable procedure. Some of the fluid 
loaded with poisonous secretion may also 
penetrate the Eustachian tube and infect the 
internal ear. Besides, the space between 
epiglottis, root of tongue, and soft palate 
remains untouched. 

The universally used spray exhibits the 
following drawbacks: Only very mild sub- 
stances must be used in order to spare the 
extremely sensitive larynx; there is a dan- 
ger that toxic substances may be forced 
from the nose and pharynx into the lungs; 
the spray will necessarily travel in a straight 
line following the air current, and only 
traces of the spray will reach the recesses 
situated around the shortest route. 

The comparative failure of the three 
procedures finally calls for surgical methods 
which require much practice and skill and 














have created a specialty for the treatment 
of diseases of the nose and throat. 

3ut not every patient can consult a spe- 
cialist. The “general practitioner” should 
be in a position to treat the cases in ques- 
tion before they require special methods, 
before they become too severe for his re- 
sources. Undoubtedly proper care in time 
would prevent the majority of the cases 
from reaching a stage where he cannot con- 
trol them. This he can do by teaching the 
patient to gargle properly. It is done in 
the following manner: 

The patient (at first under the guidance 
of the physician) should sit well back in a 
chair, take a swallow of water in the mouth, 
and bend the head as far back as possible. 
In this posture the larynx presses upon the 
vertebrze and occludes the esophagus. Now 
he must protrude the tongue from the mouth 
(the tip of the tongue may be grasped with 
a handkerchief) and in this posture with 
protruding tongue he must try to swallow 
the The physician should control 
the patient’s vain efforts—for it is impos- 


water. 


sible to swallow under such circumstances. 
He will observe how the water flows back 
into the pharyngeal space, apparently dis- 
appearing entirely. The patient has the 
sensation as if he actually had swallowed 
the water. Now he must start to gargle, 
to exhale air slowly. 


One can see plainly 
the bubbling of the fluid in the wide-open 
pharynx. After gargling thus for a while, 
the patient is ordered to close the mouth 
and quickly throw head and body forward. 
Thereby all the fluid is forced through the 
choanz and nostrils, washing the throat 
and nose from behind and expelling all the 
accumulations that had been present with 
great force. 

This should be repeated several times, as 
the first trial is not always successful and 
satisfactory. It is an art that must be 
learned. When properly executed the sen- 
sation, as the patient will assure you, is 
that of great relief, not had by any other 
method. It will be wise for the practitioner 
to try the method first on himself. Even 
small children who are at all clever learn 
the method readily and rather enjoy it. 
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Medicated gargles used with this method 
should be of a tepid temperature, but not 
exactly isotonic with the moisture of the 
surfaces. The specific gravity of the gargle 
is entirely irrelevant; with the same specific 
gravity a gargle may be highly irritating, 
while a great difference in specific gravity 
may cause no symptoms whatsoever. Part 
of the gargle must be expected to remain 
on the surfaces and exert a more lasting 
effect. An antisotonic solution will assist 
greatly toward this end by causing an ex- 
change of substances. 

As a rule the aperture of the nostrils is 
smaller than that of the choanz, so that the 
nasal cavity may be compared to a cone 
the basis of which is formed by the choane. 
This accounts for the welcome force with 
which gargling after this method is effected. 

The method is not by any means a new 
one, but, as it seems, quite forgotten. Some 
thirty years ago Professor Hagen, of Leip- 
sic, taught it to his students. It is well 
worth reviving. 


A USEFUL MANOMETRIC TABLE. 


Bisuop in the Medical Record of De- 
cember 14, 1907, submits the following brief 
scale showing the equivalent of the mercury 
and water columns in ordinary sphygmo- 
manometric work: 


Mercury. Water. Mercury. Water. 
80 — 108 150 = 203 
90 = 122 160 = 217 
100 = 136 170 = 230 
110 pa ~ 149 180 nm 244 
120 = 163 185 = 250 
130 roo 176 190 = 257 
140 = 190 200 os 271 


So many are now using blood-pressure 
apparatus that a question sometimes arises 
as to the height of a column of water that 
would correspond to the height of the mer- 
cury column. It is not always easy to turn 
to a scale, as none is given in the ordinary 
reference books. The meaning of the fig- 
ures is clear, as, for instance, at the top 
of the column eighty millimeters of mercury 
equals one hundred and eight millimeters 
of water. Further down, two hundred and 
fifty millimeters of water equals one hun- 
dred and eighty-five of mercury. 
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TREATMENT OF THE ACUTE STAGE 
OF POLIOMYELITIS. 

In the Long Island Medical Journal for 
December, 1907, CLARK gives the foliowing 
advice. His remarks on the treatment of 
the acute stage of anterior poliomyelitis are 
limited to a consideration of this disease in 
the epidemic form, such as he has just 
passed through. In many clinical respects 
the epidemic and sporadic disease are quite 
different. He first discusses some features 
of the acute febrile stage: 

At the outset the child should have free 
purgation with calomel or castor oil. The 
patient should be kept at perfect rest, 
preferably lying on the side so that the spine 
will not be the most dependent part of the 
body; a plank back-rest in the bed will be 
found a great assistance in securing com- 
fort at rest on the side. If a rapid ex- 
tension of inflammation in the cord is sus- 
pected, the prone position should be 
adopted. Warmth may be applied over the 
affected part of the cord by poultices or 
fomentations. The old remedy of cupping, 
wet or dry, and the use of leeches may find 
some theoretical justification. The very 
marked relief that mustard plasters, poul- 
tices, and foments give to the pain renders 
it probable that they exert a beneficial in- 
fluence in all cases. Inasmuch as the para- 
lytic effects occur relatively late in many 
cases, one should try to hasten the elimina- 
tion of the toxins by hot baths and packs, 
produce diuresis and bowel-cleansing by 
enteroclysis, and encourage ingestion of 
large quantities of hot water. The free use 
of water inside and out the author believes 
of great benefit. 

In such a disease as poliomyelitis, where 
there is a distinct and natural tendency for 
the lesion to cease to spread after the first 
few days and then to lessen in extent, great 
difficulty is encountered in forming a just 
opinion of the effects of drugs in the acute 
phase. Thus, there seems. little evidence at 
hand that such drugs as belladonna and 
ergot exert any influence in limiting the 
palsy; however, they may both be used in 
full doses without doing any actual harm. 
There can be no doubt that the physical 


‘rence is far from unknown. 
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remedies above mentioned are of much 
greater value than drugs; it is therefore 
quite apparent that the nursing care is of 
prime importance, both to the comfort of 
the little patient as well as in limiting the 
spread of the disease in the cord. In the 
general management of the case two points 
are of extreme importance—cleanliness and 
undue pressure to avoid bed-sores. If cot- 
ton-wool is not sufficient, a water-bed 
should be employed. That there may be 
no urine retention requires constant watch- 
fulness. 

All the precautions laid down here should 
be employed for several days beyond the 
acute febrile stage, as an apparent recur- 
This reminder 
is especially true in those cases in which the 
constitutional symptoms have been pro- 
longed or continue after spinal symptoms 
occur, or in which the palsy supervenes in 
successive stages, as in many cases of the 
present epidemic. Perfect rest should be 
maintained for two weeks or more. The 
same prolonged care is necessary when there 
is neuritis or tenderness of the limbs. It 
should be remembered that where wasting 
is taking place some slight tenderness of 
the muscles and nerve is to be expected to 
accompany the process; it is purely sec- 
ondary in nature and does not call for spe- 
cial treatment. 

No electrical tests should be employed 
until all nerve tenderness is absent, and then 
the isolated faradic shock should be applied 
to the muscles with the greatest care, as the 
test is most painful. The extremities should 
always be so placed that contractions are 
not forced. 

The treatment of the acute stage of 
poliomyelitis may therefore be summarized 
in rest, free elimination by the bowels and 
kidneys, and the best of intelligent nursing 
care. 





ALCOHOL IN RELATION TO MEDICINE. 


In the Scottish Medical and Surgical 
Journal for December, 1907, Firnvay tells 
us that looking at the question from a per- 
sonal side, he has, as the years pass, come 
to use alcohol less and less in the treatment 





of disease. Pneumonia and enteric fever 
are among the acute diseases most often 
met with, in which for limited periods alco- 
hol in small quantity may often be. usefully 
employed; but he has rarely prescribed it 
in the case of youthful patients, and has 
generally abstained from ordering it even 
for adults approaching the middle period of 
life. He has for long taught that the rou- 
tine use of alcohol in disease is bad even 
in acute cases, and that in most chronic 
cases it is wasted or worse, except when 
prescribed for some temporary condition, 
such as sudden heart failure in cardiac dis- 
ease. The following propositions and 
recommendations sum up his advice to his 
readers in dealing with the matter: 

1. Regard alcohol as a drug, a very valu- 
able and dangerous one, and put it in the 
same category as morphine, strychnine, 
atropine, and the like. If you look upon it 
as a drug you will probably not go very far 
wrong. 

2. Prescribe it with a due sense of re- 
sponsibility and not after a routine method, 
having regard to each case on its own 
merits, and considering such points as the 
state of the pulse especially, the age, previ- 
ous health and habits, and the severity and 
period of the attack. 

3. Young patients of good constitution 
are better without it, except in presence of 
heart failure or crisis of some kind. 

4. Use the smallest doses possible, and 
give injunctions as to time and mode of ad- 
ministration. Watch its effects carefully, 
and omit it when the critical condition has 
passed. 

5. Be especially sparing in chronic dis- 
eases, where in most cases it does not the 
slightest good, but only leads to waste. 

In conclusion the author states that he 
is well aware that what he has advanced 
will not commend itself to many medical 
men, both of what may be termed the alco- 
holic and the non-alcoholic school, whose 
views, conscientiously held, are entitled to 
respect; but this he cannot help. He has 
endeavored to put before his readers the 
views which he has been led to think cor- 
rect, not arrived at as a result of physio- 
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logical study or of observation of the effects 
of alcohol on the healthy individual, or on 
the tissues or conduct of the lower animals ; 
but as the result of observation and practical 
experience in the treatment of disease, aided 
by a reasonable consideration of the opinions 
expressed by many observers, and of the 
evidence upon which these opinions are 
founded. For obvious reasons the general 
question of the consumption of alcohol has 
not entered into his present purpose, but he 
adds that he believes its daily dietetic use, 
except in such persons as are weakly, is 
harmful, and in the young especially so. In 
them it is bad physically, morally, and in- 
tellectually, and his advice would be to have 
nothing to do with it. That it may be at 
least not injurious in the case of many who 
are beyond the meridian of life, taken in 
wise moderation, the author is not prepared 
to deny; and in the case of the aged he 
believes it to be often decidedly beneficial. 
The great difficulty here is as regards “mod- 
eration,” and those who cannot assure 
themselves, or be assured by competent ad- 
vice upon the point, had better let it alone. 





NITRITE POISONING AFTER INTERNAL 
ADMINISTRATION OF BISMUTH 
SUBNITRATE. 

In 1906 Bennecke and Hoffmann reported 
a case of sudden death of an infant, after 
the administration of a bismuth emulsion 
for radiographic purposes. The bismuth 
was given in buttermilk, and the death was 
then ascribed to bismuth poisoning, the drug 
being dissolved in the lactic acid and thus 
absorbed. At autopsy a methemoglobinemia 
was found, which cannot be explained by 
this theory. A. Boume (Arch. f. exper. 
Path. u. Pharm., 1907, lvii, 441) now re- 
ports a similar case. This child was suffer- 
ing from rachitis, with marked dilatation 
of the stomach and pronounced digestive 
disturbances. For radioscopic purposes 
she was given a bismuth emulsion by mouth 
(without buttermilk) and later also by rec- 
tum. Three hours after the latter admin- 
istration she was seized with abdominal 
pains, vomiting and diarrhea, cyanosis, 
which steadily became more marked, dys- 
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e 
pnea, collapse symptoms, and death within 
thirty minutes of the onset. Here also the 
most evident post-mortem finding 
methemoglobinemia. Although bismuth 
had been found in the liver and blood in the 
first child, it could not be demonstrated in 
this case. The clinical and pathological 
phenomena corresponded so closely with 
those described in nitrite poisoning that a 
chemical examination instituted, the 
result of which confirmed this view. Both 
nitric acid and nitrites were found in the 
other fluids. The nitric acid 
undoubtedly had its origin from the bis- 
muth preparation, which was administered 
to the patient. The bismuth, found in the 
liver in Hoffmann’s case, could not have 
been the cause of the methemoglobinemia 
and consequent symptoms, for the picture 


was 


was 


blood and 


of bismuth poisoning is quite different, re- 
sembling in its course that of mercurial 
poisoning. 

The possibility of nitrite poisoning after 
the administration of subnitrate 
induced Bohme to make an experimental 
investigation of the question. 


bismuth 


A suspension 
of bismuth subnitrate in distilled water will 
give an acid reaction, and the filtrate will 
show the presence of nitric acid, even after 
repeated washing of the bismuth salt. In 
other words, water will cause a hydrolytic 
splitting of this salt, even though it be in- 
soluble. Likewise, the ready reduction of 
nitrates to nitrites by means of bacteria 
is a well-known fact. Bohme found that 
human feces is capable, at least in the test- 
tube, of producing nitric acid from bismuth 
subnitrate. This reaction occurred more 
readily and frequently with infant stools 
than with the feces of adults. Experiments 
with animals showed that in the living or- 
ganism nitric acid was separated from the 
bismuth combination, and was absorbed, be- 
ing excreted later in the urine. In the 
rabbit no nitrites were excreted, but in the 
cat a faint nitrite reaction was occasionally 
obtained. If infant feces was mixed with 
the bismuth suspension, a pronounced ex- 
cretion of nitrites could be observed in cats. 
however, the absorption of 
nitrites was only observed after a mixture 


In_ rabbits, 
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of infant feces and bismuth subnitrate had 
been introduced into a closed section of in- 
testine. These differences between cats and 
rabbits can doubtless be ascribed to varia- 
tions in the bacterial flora of carnivorous 
and herbivorous animals. 

These experiments show that, under the 
influence of infant fecal matter upon sub- 
nitrate of bismuth, the formation and ab- 
sorption of nitrites may occur. It is con- 
ceivable that the combination of a large 
quantity of the bismuth salt with a pro- 
nounced bacterial activity might produce 
sufficient amounts of the nitrites to cause a 
methemoglobinemia. By test-tube experi- 
ments Bohme found that 0.0005 gramme 
potassium nitrite will produce methemo- 
globinemia in one cubic centimeter of rab- 
bit’s blood. The therapeutic doses are 
probably incapable of producing harm in 
human beings, even in the very young. The 
large doses which are required for radiog- 
raphy should be used with some caution 
even in adults, especially as the conditions 
favoring nitrite production are not well un- 
derstood. It has been proposed to sub- 
stitute bismuth hydroxide for the subni- 
trate, a step which the 
possibility of nitrite poisoning. 


would exclude 





THE TUBERCULIN OPHTHALMIC 
REACTION. 

During the present year certain modifica- 
tions of the original tuberculin for tuber- 
The first of 
This ob- 
server read a paper on May 8 before the 
Berlin Medical Society describing the re- 
sults of cutaneous inoculation with a 
In tuber- 


culosis have been introduced. 
these was that of von Pirquet. 


25- 
per-cent solution of tuberculin. 
culous children a typical papule appears 
within twenty-four hours, while in the non- 
tuberculous no reaction appears. It was, 
however, found only to be of use in early 
life, since practically all adults give the 
reaction. Eight days later Wolff-Eisler 
showed that a reaction could be obtained 
in the conjunctiva with a weak solution of 
tuberculin, the reaction consisting of a 
marked conjunctivitis of the eye to which 
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the tuberculin was applied. Vallee estab- 
lished the diagnostic value of this ocular 
test upon animals and applied the name of 
the ophthalmo-reaction to it, by which 
name it is at present generally known on 
the continent. Shortly afterward, on June 
17, Calmette by reducing the strength of 
the tuberculin solution found that the re- 
action obtained was so mild that it might 
be used for diagnostic purposes in man. 
Since that time large numbers of observa- 
tions have been made upon the reaction and 
its value in diagnosis. 

At a recent meeting of the Pathological 
Section of the Royal Society of Medicine 
a paper was communicated by Mr. L. J. 
Austin and Dr. O. F. F. Griinbaum record- 
ing their observations on 70 cases. They 
concluded that the tuberculin ophthalmic 
reaction promised to be a useful but not in- 
fallible means of diagnosis in obscure cases 
of tuberculosis. At the same meeting Dr. 
J. E. Squire referred to observations on 120 
cases at the Mount Vernon Consumption 
Hospital, and Mr. Sydney Stephenson to 
more than fifty trials of the test, both ob- 
servers expressing favorable opinions as to 
its value, but mentioning that under certain 
conditions a severe reaction might occur. 
Dr. Squire had noticed an especially severe 
reaction on a second trial of the test in one 
case, and he suggested that it might be 
found necessary to readjust the dosage. In 
the Wochenschrift of 
November 25 Dr. Sigismund Cohn, of Ber- 


Berliner klinische 
lin, records his observations upon 310 cases. 
He concludes that a positive ophthalmic re- 
action renders a diagnosis of tuberculous 
disease highly probable, but that a negative 
reaction does not exclude that disease, since 
50 per cent of severe cases of pulmonary 
tuberculosis fail to On the other 
hand, early and mild cases of that form of 


react. 


tuberculosis only rarely give negative re- 
sults. Dr. Cohn finds that a considerable 
proportion of cases of typhoid fever give a 
positive reaction, especially in the non- 
febrile stage and in convalescence. He ob- 
tained a reaction in eight out of twelve 


cases. 


It is, however, interesting to note 
that Mr. Austin and Dr. Griinbaum observed 
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no reaction, especially in the non-febrile 
stage and in convalescence. Dr. Cohn fur- 
ther finds that a subcutaneous injection of 
tuberculin in the usual manner two or three 
weeks subsequently to an ophthalmic test 
often includes the conjunctival redness and 
injection to reappear. 

An interesting paper by M. J. Comby, of 
Paris, is published in Le Bulletin Médical 
of November 20, 1907, describing the results 
of 300 observations upon the test in chil- 
dren. In his earlier trials M. Comby em- 
ployed the test as described by Calmette, 
viz., by precipitating tuberculin with 95- 
per-cent alcohol, drying the precipitate, and 
dissolving it in sterilized water to form a 
No form of glycer- 
inated tuberculin must be used. He found 
that the reaction, which ordinarily appears 
in from six to ten hours, might be delayed 


one-per-cent solution. 


until twenty-four, or even, in exceptional 
cases, to thirty-six or forty-eight hours. 
The reaction usually appeared in the region 
of the semilunar fold 
might be very slight, or in some cases more 


and caruncle and 
intense, with general redness and swelling 
of the conjunctiva and some seropurulent 
secretion, lasting in some cases as long as 
The occurrence of so 
severe a reaction, even though rare (M. 
Comby observed it only twice), is calcu- 


eight or ten days. 


lated to bring the reaction into discredit. 
Accordingly M. Comby reduced the strength 
of the solution to 1 in 200. He states that 
his experience of the test with this weak- 
ened solution is entirely favorable and he 
recommends it without reservation. 
Even with this, however, he has once ob- 
He states that 


on no occasion was any general reaction 


any 
served.an intense reaction. 


obtained from the ophthalmic application 
of tuberculin. The reaction may be re- 
peated, and the test does not appear to lose 
any of its value; in non-tuberculous cases 
the result is uniformly negative, while in 
tuberculous the reaction 
after each application. M. Comby regards 
the ophthalmic reaction as of great practical 
value in the diagnosis of obscure cases of 
tuberculous disease in children and antici- 
pates that it will enable effective treatment 


cases develops 
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to be started at an earlier period than has 
been possible hitherto. 

The reaction, although of so recent intro- 
duction, has received a great deal of atten- 
tion, and the usual enthusiasm for novelties 
has been amply exemplified. Scarcely a 
discordant note is to be found in the pzan 
of praise, though Kalt, indeed, has recorded 
some exacerbation of ocular disease in cases 
in which the test has been applied. The ma- 
jority of observers agree that it is harmless, 
that the discomfort produced is trifling, that 
the patient’s general state is unaffected, and 
that the reaction occurs in every form of 
tuberculosis unless the patient is moribund 
or nearly so. The era of adverse criticism 
has not yet set in, though it is as certain to 
follow as night to succeed day. Only then 
shall we be in a position to gauge accurately 
the specific value of the new procedure. In 
the meantime it scarcely requires mention 
that a positive reaction merely demonstrates 
the presence of some tuberculous lesion in 
the individual, probably a lesion long latent ; 
it does not follow that any particular disease 
under immediate observation is necessarily 
tuberculous. That the test is devoid of 
danger further investigation can alone de- 
cide. The disastrous experiences of the past 
rapidly fade into oblivion unless they are 
deliberately recalled to serve as a wholesome 
corrective; we may instance Koch’s tuber- 
culin as a case in point. The tuberculin 
ophthalmic reaction is still in the experi- 
mental stage. We should like to see some 
further investigation of carefully selected 
cases, specially designed to determine 
whether the reaction is as innocuous as has 
been assumed.—Lancet, Dec. 7, 1907. 





PERMANENT RECTAL INFUSION IN 
DIFFUSE PERITONITIS. 

Diffuse peritonitis is a disease whose 
outcome cannot be prognosticated with cer- 
tainty. As regards its treatment, all are 
agreed as to how to relieve some symptoms 
and maintain the strength of the patient, 
but treatment on these lines is of no value 
in overcoming the inflammation of the peri- 
toneum. The progress of abdominal sur- 
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gery and the results obtained by the oper- 
ative treatment of circumscribed peritonitis 
have led surgeons to hope that diffuse peri- 
tonitis might also be treated surgically. 
The surgical treatment removes purulent 
exudate, affords easy escape for future 
secretion, the patient thus being spared the 
resorption of much infectious material, and 
permits suturing or removal of the affected 
organ from which the peritonitis spread, 
but it does not affect any general infection 
which has already taken place at the time 
of operation. With the idea of influencing 
the latter, Murphy, Michaux, Lenhartz, and 
others have advised rectal infusions of 
physiological salt solution. These have the 
further advantage of allaying thirst, increas- 
ing the blood-pressure, stimulating the 
heart, causing diuresis, and permitting the 
ingestion of nourishment. The infusions 
are easily given. An ordinary irrigator is 
suspended about half a yard above the level 
of the patient, and the flow from the irri- 
gator is so regulated by an artery clamp 
attached to the tube that only two drachms 
per second flow from the irrigator through 
an ordinary rectal tube inserted into the 
anus. The patient thus absorbs two quarts 
in several hours, when the infusion is 
stopped, but it is repeated after ten hours. 
In order to keep the fluid warm, hot-water 
bags are hung on either side of the irri- 
gator. After several such infusions have 
been given the feces become softened and 
peristalsis is brought about; a colon irriga- 
tion will then usually clean out the bowels, 
after which a dose of opium may be given 
to quiet the intestine. 

These infusions have been used at Mt. 
Sinai Hospital in New York for the past 
year with good result, and also in Germany. 
In the October number of Die Therapie der 
Gegenwart, R. Kothe reports the results 
obtained in Sonnenberg’s clinic in Berlin. 
Grape-sugar and albuminous preparations 
are frequently added to the salt solution as 
used in Berlin. Out of twelve patients, 
eight recovered, some of the latter having 
been considered hopeless. At Sonnenberg’s 
clinic the infusions are now given in all 
cases of diffuse peritonitis, whether a lapa- 
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rotomy was performed or not, and as a 
prophylactic measure in cases of extensive 
intestinal resections and pyosalpinx opera- 
tions in which a strict asepsis cannot al- 
ways be maintained.—Medical Record, Dec. 
14, 1907. 





OBSERVATIONS ON THE OPTHALMO- 
REACTION TO TUBERCULIN. 

MacLennan in the British-Medical Jaur- 
nal of December 7%, 1907, reminds us that 
the early diagnosis of tuberculous affections 
is often attended with the greatest diffi- 
culty. More especially is this the case when 
we have to deal with obscure lesions other 
than in the lungs—for example, in the ab- 
We are often 
very suspicious that certain chronic con- 
ditions, associated with debility and emacia- 
tion, but without localizing or diagnostic 
symptoms, may be of tuberculous origin. 
In such cases we would welcome a simple 
test that would enable us to make an earlier 
In the “oph- 
tuberculin have 


domen and nervous system. 


and more certain diagnosis. 
thalmo-reaction” to 
probably just such an agent. 

The oculo-reaction to tuberculin was, as 
is now well known, introduced last summer 
by Calmette, of the Pasteur Institute of 
Lille, as a diagnostic test for the presence 
of tuberculosis. That able worker in the 
field of tuberculosis claimed for it certain 
advantages over other tests hitherto in 
vogue. These may thus be summarized: 
(1) It is absolutely safe; (2) it is so easy 
of application that any one can carry it out; 
(3) it produces no constitutional disturb- 
ance and locally usually nothing more than 
a slight ocular discomfort and lacrimation ; 
(4) it is as accurate and delicate as the 
hypodermic injection, if not more so. 

The technique, as described by Calmette, 
consists in instilling one drop of a one-per- 


we 


cent solution of his tuberculin into the inner 
half of the conjunctiva. 

With a view to ascertaining the accuracy 
of Calmette’s claims, the author has made 
over 100 observations, 70 with the Calmette 
tuberculin, 25 with the “old,’ and 10 with 
the “new” tuberculin. In from three to ten 


hours, sometimes rather sooner and not in- 
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frequently rather later, the positive reaction 
manifests itself. This consists at first of 
a slight injection of the conjunctiva near the 
caruncle, with a little lacrimation. From 
first to last in the “slightest reactions” that 
is all that may be seen. In these light re- 
actions the congestion is confined to the 
inner part of the conjunctiva, and unless it 
is looked for carefully it may be missed. It 
is, however, a quite characteristic redness, 
and can easily be recognized by comparing 
it with the normal untreated eye. The 
amount of reaction is most variable, and, so 
far as the experience of the author is con- 
cerned, it does not bear a demonstrable re- 
lation to the severity of the lesion from a 
clinical point of view. 
pronounced reactions observed by him wer 
in cases in which there were no physical 


Some of the most 


signs or clinical evidence of the presence of 
the tubercle. 
flammation, 
local conjunctival injection to redness ex- 


We may get all degrees of in- 
from the smallest amount of 


tending over the entire eye, and having all 
the appearance of acute 
There is occasionally some purulent dis- 
charge, and much photophobia and swelling 
of the caruncle. None of these reactions, 
even the most severe, have given rise to any 
trouble, and almost all have, in a period of 


conjunctivitis. 


from two to ten days, completely cleared 
up. This occasional overviolent reaction is 
the only drawback to the test that the au- 
thor has observed. Perhaps it may be 
eliminated by giving always in the first in- 
stance a weaker solution, say a 1 in 200, as 
a preliminary test. Indeed, Comby seems 
to have found that this strength of solu- 
tion was, in a large series of tests applied 
to children, as reliable as the stronger so- 
lution, and that in no instance did it produce 
any excessive reaction. The author’s own 
experience tends to confirm this view, as 
will be seen by a reference to the summary 
of cases. It should be mentioned, however, 
that Oliver and Terras, who tried a solution 
of Calmette’s tuberculin, 1 in 150, obtained 
in adults only doubtful results. 

The applicability and the delicacy of this 
test depends on the integrity of the eyes. 
Any ocular lesion, according to Comby, 
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whether it be acute or chronic, contraindi- 
cates its employment. In the cases under 
the care of the author only eyes that were 
perfectly healthy were subjected to the test. 
Brunetiere thinks the test may be applied 
if one eye be intact by dropping the solution 
of tuberculin into the sound eye. But as 
the reaction, especially when slight, is only 
appreciated by comparison with the sound 
eye, it is obvious that the delicacy of the 
test must be seriously impaired unless both 
eyes be perfectly free from inflammation. 
But it is possible, as Sydney Stephenson 
points out in a recent article in the British 
Medical Journal, that the test may be em- 
ployed in certain eye diseases suspected to 
be of tuberculous origin. The reaction 
which follows may not only be diagnostic, 
but the author suggests that it may be of 
some therapeutic value to the local con- 
dition. 

The analysis of his cases brings out these 
facts: (1) That for the most part the 
claims advanced by Calmette for his test 
are fully justified; (2) that the test ap- 
parently reveals the presence of tuberculous 
lesions that are quite benign and unsus- 
pected from a clinical point of view, as 
well as those that are more obvious: (3) 
that in those cases in which a subcutaneous 
injection of “old” tuberculin has given a 
positive or negative reaction the same re- 
sult has followed the application of the 
ophthalmic test; (4) there seems some evi- 
dence that a solution of the “old” tuberculin 
may answer equally well. 

The results of MacLennan’s observations 
may be thus summarized: 

1. Calmette’s Tuberculin—The dried 
preparation, dissolved in distilled water 1 
in 100, was employed in 37 cases of disease 
with well-marked evidence of tubercle, or 
that were clinically suspected to be tuber- 
culous. These may be thus classified : 

(a) Twenty-five cases, all known to be 
tuberculous. With two exceptions all of 
these reacted positively in from two and 
a half to ten hours. One of the two nega- 


tive results was in a child with lupus, who 
cried when the solution was instilled; the 
other was a case of scrofuloderma with an 
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In this 
latter case the test was applied to each eye 


extensive and extending lesion. 


with a negative result. In the majority of 
these tuberculous cases the reaction began 
in about three hours, and was usually at its 
height in about ten hours. Occasionally it 
was delayed till the second day. In about a 
quarter of them the reaction was severe, 
associated with considerable lacrimation 
and some exudation, and the conjunctivitis 
in some instances lasted for a week or ten 
days. As had been already noticed by some 
observers, the author found that there was, 
in a few cases, a recrudescence of a dis- 
appearing oculo-reaction when a_ hypo- 
dermic injection of tuberculin was given. 

-(b) Cases suspected. Twelve of these 
were subjected to the test. It was nega- 
tive three times—for example, pyelitis, 
synovitis, and tuberculous hip (quiescent 
for two years) ; and positive in the follow- 
ing: Delayed resolution in pneumonia, 
fistula, chronic diarrhea, chronic bone dis- 
ease, chronic cough without physical signs, 
fractured femur with tuberculous family 
history, diabetes with prolonged expiration 
at apex, asthma and pleurisy, and sacral 
abscess. 

2. Twenty cases clinically tuberculous 
tested with a 1-in-200 solution of Calmette’s 
tuberculin. The reaction was positive in 
all except one case of multiple sacral ab- 
scess. This case was demonstrated to be 
tuberculous at a later period, as the dis- 
charge inoculated into rabbits produced 
typical tuberculous lesions. Twelve of these 
cases had previously given a positive re- 
action to the stronger solution (1 in 100), 
but the reaction to the weaker solution was 
equally characteristic, and in no case was 
it too severe. 

3. Twenty cases, apparently free from 
tuberculous lesion, were subjected to the 
Calmette test (1 in 100). Of these cases, 
four gave a positive reaction, the remainder 
being negative. 

4, Twenty-five cases were subjected to 
the test with a 1 in 100 of the “old” tuber- 
culin of Koch. Of 14 clinically tuberculous, 
12 reacted positively and 2 negatively; the . 
remainder, which gave a negative result, 
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showed no signs of tubercle. Ten of the 
positive cases had given previously the same 
reaction to the 1-in-100 solution of Cal- 
mette. 

5. Ten cases treated with 1-in-100 solu- 
tion of the “new” tuberculin gave doubtful 
or negative results, quite unlike that pro- 
duced by the Calmette solution or the “old” 
tuberculin solution. 

To ascertain if the reaction was 
produced by the preparation of Calmette, 
the author also tried a 1-in-100 solution in 
distilled water of the old tuberculin of Koch 
on many of the same cases that had been 
previously tested by the Calmette prepara- 
tion. This was done long after every trace 
of the reaction produced by the Calmette 
solution had disappeared, and on the eye 
hitherto untreated. In most of these cases 
the results were identical. But a solution 
of the “new” tuberculin of a similar strength 
gave the author either negative or very 
doubtful results. 
distinctly tuberculous there was with it a 
min*‘> amount of redness, but not a char- 
acteristic reaction. According to Calmette, 
the presence of glycerin or carbolic acid in 
the “new” or “old” tuberculin vitiates the 
test by their irritating actions. 
does not believe that this is correct, for if 
it be considered that in the 
used of these preparations carbolic acid or 


alone 


In some of those cases 


MacLennan 
solutions he 


glycerin could not have been present in 
more than % to 1 per cent, this action may 
be discounted. To decide the matter, how- 
ever, he has instilled into many healthy eyes 
one-per-cent solutions of phenol and glyc- 
erin, without evoking the slightest redness, 
lacrimation, or swelling of the caruncle. 
This test shows that while the great ma- 
jority of cases obviously tuberculous give 
a positive reaction, a smaller proportion, 
undoubtedly tuberculous in character, fail 
to give any result. Mantoux has tried the 
test in 200 apparently healthy children, and 
it was only positive in eight per cent. This 
writer points out, with reason, that latent 
tuberculous affections must be more fre- 
quent than this figure would seem to indi- 
cate. In dealing with children, however, 
the validity of the test depends on the ab- 
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sence of fear. If the child is afraid, and 
cries, the tuberculin is washed out of the 
eyes and no result follows. While, there- 
fore, the ophthalmo-reaction is a valuable 
contribution to our means of diagnosing 
tuberculosis, on account of its simplicity and 
freedom from constitutional disturbance, it 
must not be interpreted, either when nega- 
tive or positive, as conclusive of the absence 
or presence of the disease. It is, however, 
quite as reliable as the hypodermic injec- 
tion, and MacLennan’s cases support this 
view, which is also held by Sicard and Des- 
comps. These two writers, indeed, believe 
it to be more certain than the hypodermic 
injection or the other new test, the cuto- 
reaction; while Prouff, Gasset, and Rim- 
baud are also favorable to it. 

Probably the hypodermic injection of 
tuberculin will often give reactions which 
would fail to be elicited by the ophthalmic 
test, because it is almost certain that hither- 
to the doses of tuberculin administered have 
been much too large. Such doses are al- 
ways toxic and are likely to be followed by 
reactions in the tuberculous and non-tuber- 
culous alike, though, of course, the latter 
are not so susceptible. The subcutaneous 
injection of tuberculin—either the “old” or 
the “new” preparation of Koch—if repeated 
frequently enough and in graduated doses, 
with careful observation of the tempera- 
tures and local reactions, is a trustworthy 
negative and positive test. The very “slight 
reactions” are not infrequently overlooked, 
and the accuracy of the test is thus im- 
pugned. But the application of the test is 
troublesome, several well- 
known risks associated with its employment. 


and there are 
The constitutional disturbance is often very 
severe, and formerly, before its dose was 
properly adjusted, it often did a great deal 
of harm. Besides, the method is painful 
for children and often very distasteful to 
adults. In many instances permission to 
carry it out is absolutely refused. Hence 
the value of the ophthalmo-reaction, which 
promises to be accurate, while free from the 
disadvantages of the subcutaneous method. 

The comparative delicacy of the test may 
be gauged from the results published by 
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Letulle, who in 75 tuberculous cases tested 
got a positive ophthalmo-reaction in all ex- 
cept three; two of these three were mori- 
bund, while the third recovered. These 
results are interesting. If, during a chronic 
tuberculosis, any antitoxin is, as one would 
expect it to be, developed, then the failure 
of the reaction in the two of Letulle’s cases 
may have been due to an immunity imparted 
to the tissue, or else to the fact that vitality 
was too low to give any inflammatory re- 
action. 

It is clear that if this test proves, on fur- 
ther experience, to be reliable, it will be a 
valuable aid to the early diagnosis of tuber- 
culosis in obscure cases, and more especially 
in dealing with children. The success of 
modern methods depends on the early diag- 
nosis of phthisis and other tuberculous af- 
fections. When a lesion is presenting clinic- 
ally well-marked physical signs and symp- 
toms, and its tuberculous nature has frankly 
declared itself, it is often too late to in- 
tervene with any prospect of success. 

Undoubtedly a far larger proportion of 
the apparently healthy than we imagine are 
the victims of latent tuberculous affections. 
The observations made in the post-mortem 
room, or when the abdomen is opened for 
surgical purposes, amply bear this out, and 
the frequent evidence we have of bygone 
and completely-healed tuberculous lesions 
demonstrates that tuberculosis is an emi- 
nently curable disease. Any test that can 
help us to make our diagnosis earlier, and 
so to institute treatment at a stage when it 
would be effective, would be of the greatest 
importance to the physician and the public. 
Probably if this disease is to be stamped out, 
our best chance of exterminating it is to 
recognize it in the young and in its pre- 
clinical stage. If segregation of the tuber- 
culous ever becomes a practical question, 
might not schoolchildren who exhibited 
suspicious symptoms and who gave a posi- 
tive ophthalmo-reaction be segregated and 
kept under observation? 

Some rather interesting points suggest 
themselves from a study of MacLennan’s 
results. In a few cases not suspected to be 
tuberculous, but whose family history was 


‘an immunity to tuberculin. 
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bad, he has obtained pronounced reactions. 
Is it possible that this reaction not only 
reveals the presence of an actual lesion, but 
also a condition of tissue which is sus- 
ceptible to the development of tuberculosis? 
What is the meaning of this reaction? 
Clearly to the conjunctiva of the tuberculous 
it is an irritant. To the eye of the healthy 
it is bland. The author has been rather 
surprised to get a positive reaction in some 
cases of lupus that had been treated by the 
subcutaneous injections of the “old” tuber- 
culin, from the smallest to the largest doses, 
till all local and general reactions had 
ceased. In such cases one would have ex- 
pected that the tissues would have acquired 
Are we to as- 
sume from this test, when positive, that 
there is always present an actual tuber- 
culous lesion, or may we get it in the ab- 
sence of a lesion in those susceptible to the 
disease? This point can only be settled by 
prolonged observation and by following the 
future history of those cases in which the 
ophthalmo-reaction has been positive. Par- 
allel results are obtained by the cuto-reac- 
tion of von Pirquet. Here, again, the 
introduction of tuberculin into the skin 
causes in the tuberculous a characteristic 
lesion. The tuberculin proves itself an irri- 
tant to the skin in the same way as to the 
conjunctiva. Both in the case of the eye 
and the skin the action is an evidence of 
tissue resistance to tuberculin in the tuber- 
culous. Is the tuberculin elaborated in the 
living tissue the same as that manufactured 
in vitro? One would expect that tuber- 
culin instilled into the eye, scratched into 
the skin, or injected hypodermically, would 
“react” only in the healthy, for is not the 
reaction a sign of tissue resistance that we 
would expect to find better developed in the 
healthy than in the unhealthy? It seems 
apparent that tuberculin, or some other 
toxin developed in the tuberculous, imparts 
to the tissues a resistance to tuberculin, as 
expressed by the inflammation in the eye 
or skin, that is absent in the healthy. Von 
Pirquet holds that the reaction is due to 
the presence of an antibody. 
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THE TREATMENT OF DYSENTERY. 


SANDWITH in the Lancet of December 7, 
1907, states that the treatment of the acute 
form of dysentery in general respects is 
exactly the same whether the patient is suf- 
fering from the bacillary or the amebic 
variety. Rest in bed is the first essential, 
with warm clothing, perhaps a hot-water 
bottle, and certainly a pad of cotton-wool 


on the abdomen surrounded by a flannel 
bandage. Physiological rest for the intes- 


tines, so far as possible, must be obtained 
by stopping all solid food and giving only 
small quantities of liquid every two or three 
When the 


boiled or sterilized milk, 


hours. tongue is fairly clean 
diluted 
with rice water, or peptonized, is the best 
food. 


in enteric fever, will tell whether we are 


pure or 
The daily examination of stools, as 


giving too much milk or whether it is neces- 
sary to peptonize it. When the tongue is 
thickly coated, or the patient loathes milk, 
we may have to give chicken broth, albu- 
min-water, whey, or rice-water for a day or 
two. Alcohol will not help the dysentery 
and is bad for the liver, so should be with- 
held unless the heart requires it; brandy in 
the 
All food should be given tepid, neither hot 


such circumstances is best stimulant. 
nor cold, and even then a small injudicious 
meal may cause immediate peristalsis and 
an action of the bowels. 

The author purposely dwells upon these 
details because he wants to impress upon 
his readers that dysentery must be treated 
just as carefully as enteric fever if the pa- 
tient is to be cured. The first drug to be 
given is something to clean out the bowel, 
and it is surprising how much feces may be 
retained even when a man is passing as 
many as thirty motions in the twenty-four 
hours. It is always safe to assume that the 
patient, until he comes under our care, has 
been taking an improper diet. Castor oil in 
one dose may be given, or drachm doses 
of sulphate of magnesium, or one-sixth of a 
grain of calomel every hour until a fecal 
result is produced, which will usually be 
after four or five doses. The patient is al- 
lowed to drink simple acid lemonade or a 
in 3000) to re- 


solution of lactic acid (1 
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lieve thirst. Small enemata of saline solu- 
tion will diminish tenesmus, and this most 
troublesome symptom can also be checked 
opium, or 


by suppositories of cocaine, 


belladonna. When there is much hemor- 
rhage from the bowels an ice-bag is placed 
over the abdomen, opium is given internally, 
and enemata of iced water. It is hardly 
necessary to say that the bedpan must in- 
variably be employed whether hemorrhage 
Quinine must be given if 
there is any suspicion of malaria coexisting 


exists or not. 
with the dysentery. For collapse the sub- 
cutaneous injection of normal saline solu- 
tion is Ipecacuanha 
enemata of silver nitrate or other salts are 


useful. and large 
not useful here, though nitrate of silver 
enemata (1 to 1000) can be used in chronic 
cases. 

Shiga was the first to use serum treat- 
ment, which is bactericidal as well as anti- 
toxic. An agar culture of the dysentery 
bacillus which has been maintained at in- 
cubator temperature for twenty-four hours 
is emulsified in normal saline solution and 
heated at 60° C. for half an hour. The 
mixture is then inoculated subcutaneously 
into horses beginning with small doses, 
gradually increased in amount. The fol- 
lowing rules have been found to work well 
(1) In 
is injected into a patient in one dose of 10 
cubic centimeters; (2) in cases of average 


in Japan: mild cases the serum 


severity the serum is injected a second time 
after an interval of from six to ten hours; 
and (3) in severe cases this dose must be 
repeated twice daily for two or three days. 

3y serum treatment an early case (sec- 
ond or third day) can be cured or greatly 
improved, the blood and mucus disappear, 
the pain and tenesmus cease, and the patient 
gets refreshing sleep. In later cases im- 
provement is also seen, but not so rapidly. 
By medical treatment alone patients recove 
in forty days or die on the eleventh day; 
by the serum treatment they recover in 
twenty-five days or death is postponed till 
the sixteenth day. <A _ polyvalent serum 
powerful against all types of dysenteric ba- 
cilli is more likely to be useful, because each 
immune serum is most active against its 
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own type of bacillus. Preventive inocula- 
tion by the simultaneous method in which 
the dead bacillus emulsion (heated at 60° 
C. for thirty minutes) and specific immune 
serum are simultaneously injected has been 
found very useful, for Shiga reports that he 
tried this method in one district of Japan 
where epidemic dysentery prevailed ex- 
tensively, and he was able to diminish the 
mortality in the district from 20 to 30 per 
cent to about zero. Professor Rosculet, of 
Roumania, also reports a successful experi- 
ment for the prevention of dysentery by 
serum. He injected five cubic centimeters 
of serum into 18 people living in houses in 
which there were dysentery patients; 18 
others exposed to similar conditions were 
not injected, and were watched as controls. 
No single person of the 18 injected became 
ill, while of the control cases 14 succumbed 
to typical dysentery. 

The following method has recently been 
employed in India for the treatment of bacil- 
First prepare a vaccine 
from a bacillus similar to that affecting the 
patient, whether Shiga or Flexner. Stand- 
ardize it on rabbits and use it to inoculate 
the patient. Watch the opsonic index, or, 
if that is impossible, repeat the inoculation 
at intervals of from ten to fourteen days, 
being guided by the condition of the pa- 
tient. This method is found best in the 
chronic form of the disease and is no use 
in acute cases, because they are too fulmin- 
ating. The inoculation should be made hy- 
podermically, and the most convenient site, 
as in antityphoid and other bacterial vac- 
cines, is in the front of the chest about three 
inches below the clavicle. The inoculation 
should not be intramuscular, because then 
the local reaction is more painful and it 
takes longer for absorption to occur. 


lary dysentery: 





THE MAKING OF A SHELF BELOW 
THE UNDULY MOBILE KIDNEY. 
Tuomson (Edinburgh Medical Journal, 

October, 1907) announces himself as a con- 

vert to the Harris method of limiting the 

range of movable kidney. Thomson states 
that if the lower ribs are removed so as to 
display the diaphragm, a thick layer of 
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fascia—the transversalis fascia—is seen to 
descend from the under surface of this 
muscle, and to split into two layers, so as 
to enclose the suprarenal capsule, the kid- 
ney, and the perirenal fat, the space be- 
tween the two layers being known as 
Gerota’s space. The anterior layer passes 
in front of the kidney in very close contact 
with the parietal peritoneum, except where 
the ureter runs down between them; it ulti- 
mately becomes lost in the peritoneum, or 
may be traced into the corresponding layer 
of the opposite side. The posterior layer 
passes behind the kidney and ureter and 
over the quadratus lumborum and psoas 
muscles. These two layers, which are de- 
scribed as the anterior and posterior layers 
of the perirenal fascia, do not fuse with 
one another on the inner and lower aspects 
of the kidney, while they do so above and 
to the outer side. 

In cutting down upon the kidney, it is 
necessary to divide one of these layers of 
fascia in order to expose the organ; in 
cutting down from the loin the posterior 
layer must be divided, while in cutting 
down from the front by the transperitoneal 
route, it is the anterior layer which is di- 
vided. 

It is obvious from the description of 
this fascia that when there is any factor 
tending to move the kidney unduly there 
is little or no hindrance to movement in the 
downward and inward direction, and as 
the range of movement 
parietal peritoneum and the anterior layer 


increases. the 


of the perirenal fascia are pushed forward 
until a larger and larger space is formed 
in which the kidney is free to move about. 
This space is analogous to the sac of a 
hernia, and the operation by which it is in- 
tended to close the space below may be 
regarded as analogous to the obliteration 
of the neck of the sac in the operative cure 
of hernia. 

The suprarenal capsule on either side has 
a definite and assured position on the pos- 
terior abdominal wall, and its attachments 
are so firm that they would easily support 
the kidney if the two organs were firmly 
enough fixed to one another. While this is 
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the case in childhood, it is not so in adult 
life. As development goes on the supra- 
renal becomes relatively smaller, and its at- 
tachment to the kidney becomes much 
looser, so that it is no longer able to sup- 
port the kidney. In the adult the perirenal 
fat insinuates itself between the kidney and 
the suprarenal capsule, and the connections 
between the two are so attenuated that in- 
dependent movement of the kidney becomes 
possible. 

With regard to the influence of external 
violence, such as a fall or blow in the region 
of the kidney, most of the cases recorded 
as due to such injury will not stand criti- 
cism; the relaxation or pouching of the 
parietal peritoneum, which is always asso- 
ciated with movable kidney, cannot any 
more than a large hernial sac be produced 
by violence. 
which is already movable but has not given 


It is obvious that a kidney 


rise to symptoms, may do so after an in- 
jury or after violent exertion. 

Apart from the presence of the liver, 
the chief anatomical difference on the two 
sides is to be found in the position and at- 
tachments of the colon. In the case of the 
left kidney the flexure of the colon is usu- 
ally at the level of its upper pole, and the 
flexure is fixed to the parietes by the strong 
phrenicolic ligament; the descending colon, 
which is devoid of a mesentery, follows 
the outer border of the kidney. On the 
right side the ascending colon only reaches 
to a little above the lower pole of the kid- 
ney, and the hepatic flexure has no strong 
attachment to the parietes. 

This difference in the position and at- 
tachments of the colon and in its peritoneal 
relationships appears to afford the most 
reasonable explanation of the predominance 
of renal displacement on the right side. 

In practicing the Harris method Thom- 
son states that the incision commences at 
the tip of the twelfth rib, and is continued 
downward and forward in the line of the 
external oblique muscle; the fibers of the 
three layers of abdominal muscles are then 
separated in the gridiron fashion suggested 
by McBurney, and the transversalis fascia, 
or, to speak more accurately, the posterior 
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layer of the perirenal fascia, is divided, and 
the space—Gerota’s space—in which the 
kidney lies is opened up. The condition 
of the organ is investigated, and its range 
of movement observed, attention being di- 
rected to the size of the space in which it 
lies and the extent to which the anterior 
layer of perirenal fascia and the parietal 
peritoneum has been lifted. The perirenal 
fat, should be removed 
from about the lower pole of the organ so 


if there be any, 
as to permit of the close approximation and 
The layers 
which are to be brought together so as to 


union of the fascial structures. 


obliterate the lower end of Gerota’s space 
are the parietal peritoneum and anterior 
layer of the perirenal fascia in front, and 
the posterior layer of the perirenal fascia 
and the aponeurosis of origin of the internal 
oblique and transversalis muscles behind. 
The parts being held aside by suitable re- 
tractors, the stitching is commenced at the 
deepest part of the wound—interrupted 
sutures of chromic gut being used—and is 
continued bit by bit toward the surface 
until a complete shelf has been formed. 
Should space in 
moves be very large, and the parietal peri- 
toneum be lifted up to the inner side of the 
ascending colon, the peritoneum should be 
divided in a vertical direction immediately 
to the outer side of the colon, and the deep- 


the which the kidney 


est-lying sutures are then passed through 
the peritoneum from within, thus avoiding 
injury to the bowel or to the vessels dis- 
tributed to it, and at the same time ap- 
proximating the parietal peritoneum, both 
inside and outside the colon, to the pos- 
terior abdominal wall. Care should be 
taken not to include the last dorsal and first 
lumbar nerves within the grasp of the 
sutures. The layers of muscle are then ap- 
proximated, and the wound in the integu- 
ments is closed without drainage. 
Although in some cases the kidney may 
be found to occupy a lower position than 
normal, its capacity for undue movement 
is completely arrested, although it is still 
capable of moving slightly up and down, 
as a normal kidney should during respir- 


ation. 
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The principle of the operation is more 
efficiently and satisfactorily carried out if 
the peritoneum is opened outside the line 
of the colon, and the writer is inclined to 
adopt this as a routine practice. 

Compared with the pain and discomfort, 
and in many cases the prolonged sickness 
and vomiting, which follow upon a nephre- 
pexy, the patient after the operation above 
described is as a rule no more disturbed 
than after a herniotomy. 





A STATISTICAL STUDY OF THE RELA- 
TION BETWEEN THE HEIGHT OF 
THE LONGITUDINAL ARCH AND 
THE FUNCTIONS OF THE FOOT. 
HorrMANN (Jnterstate Medical Journal, 
August, 1907) 
primitive peoples at the St. Louis World’s 


in examining the feet of 


Fair had suggested to him by the great va- 
riety of impression records obtained from 
feet that were functionally normal a sta- 
tistical study of the question of the relation 
between the height of the longitudinal arch 
The records 
forming the basis of his statistics were 
made by the method of weight-bearing on 


and the usefulness of the foot. 


smoked paper. They do not show the 
height of the longitudinal arch, but show 
the breadth of the arch and how much of 
the sole comes in contact with the ground 
on weight-bearing. 

In all he took impressions from 186 in- 
dividuals who had never worn footwear, 
nor in a single instance did he find any 
sign of weakness, so common in_ shoe- 
wearing feet. All had strong, flexible feet. 
In a further study of 560 feet that presented 
more or less typical symptoms of strain or 
weakness of the longitudinal arch, he notes 
that gross change in the height of the arch 
is not as frequent an accompaniment of 
weakness as is commonly taught—in fact, 
that the average character of the imprints 
of feet with weakened arches does not 
differ much from the average character of 
those of symptomless feet. He found that 
the American and primitive negroes pre- 
sented a smaller percentage of low and a 
higher percentage of high arches than did 
the Caucasians, thus contradicting a com- 
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Moreover, 


monly accepted view. 560 
Caucasian feet with symptoms of weakened 
arches did not present a much larger per- 
centage of low arches than did the normal 
or symptomless Caucasian feet. 

From his statistics Hoffmann draws the 
following conclusions: 

That there is no one type of arch as the 
normal. 

That, contrary to common opinion and 
teaching, the height and shape of the lov 
tudinal arch are of no value in estimating 
the strength or usefulness of the foot. 

That normal feet present high, medium, 
and low arches in nearly the same propor- 
tions as do feet with weakened arches. 

That weakness of the longitudinal arc” 
rarely results in its depression, and that 
flatfoot as a pathological entity is not 
common. 

That the impression records of the longi- 
tudinal arch, commonly made by surgeons, 
are of no value in the diagnosis of arch 
strain or the so-called flatfoot, whose symp- 
toms are dependent upon a weakened arch, 
and not upon its lowness, except in so far 
as this lowness is a transition from an 
original higher condition with concomitant 
change in the relationship of the tarsal 
bones, which transition occurs less often 
than is generally believed. 





A TELEPHONIC SEARCHER FOR USE 
IN THE BLADDER. 

Jacozson (Annals of Surgery, vol. xlvi, 
No. 3) describes a telephonic bladder instru- 
ment, which consists of a Thompson 
searcher attached to the front of a telephone 
transmitter through the medium of a plug 
joint. The transmission to the ear of 
sounds produced by contact of the end of 
the searcher with stones or other objects is 
actually microphonic. - So delicate is this 
lithophone that the character of varying 
surfaces may be nicely differentiated by 
lightly rubbing the end of the searcher over 


them. The tappirg of hard objects pro- 
duces sounds so loud as to be almost 


unpleasant to the ear. The searcher is in- 


troduced in the usual way, after which the 
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transmitter is connected with it. No stone, 
will fail of 


touched by the searcher, however lightly. 


however small, detection if 
Much may also be inferred regarding the 
constitution of a stone, its smoothness or 
roughness, hardness or softness, as deter- 
mined by the sounds elicited. 





A NEW METHOD OF DEALING WITH 
CLEFT PALATE. 

STARR (British Medical Journal, June 29, 
1907) modifies the customary operation for 
cleft palate by an aluminum plate so formed 
and placed that it not only diminishes ten- 
sion but prevents the child from sucking on 
the stitches. After the customary prepara- 
tion and denudation of the edges and suture 
with horsehair, aluminum of gauge 36 in 
thickness is bent at an angle where he wants 
it to fold over the outer side of the flap, 
passing it through one lateral incision; 
then by passing a pair of forceps into the 
opposite lateral incision he grasps the free 
end and pulls it down into the mouth 
cavity again. It is carried across it at the 
point to which it entered and the excess cut 
off. With a heavy needle the metal is easily 
penetrated at one or two points and may 
be secured in place by horsehair suture. To 
prevent the free end scraping and irritating 
the tongue, it may be turned up into the 
lateral incision and pinched with a pair of 


forceps. It affords excellent results. 





DIAGNOSIS OF SYPHILITIC TUMORS 
OF THE BREAST. 

3ISSELL (Medical Record, July 6, 1907) 
states that gummata of the breast are not 
as rare as the authorities would lead us to 
infer, and that such late syphilitic lesions 
can be quite easily differentiated by careful 
diagnosis. Many breasts sacrificed in the 
belief that they were cancerous could have 
been saved by the proper diagnosis. In case 
of doubt an attempt should be made by the 
quick method of treatment to exclude abso- 
lutely the possibility of tumor being syphi- 
litic. He reports five cases treated by one- 
fourth grain of arsenio-salicylate of mer- 
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cury. He notes that gummatous tumors 
develop slowly and painlessly, that they 
ulcerate and discharge much earlier than 
cancerous nodules, that they are free from 
nodules early in their course, that the nipple 
as a rule is not retracted, that the lymph 
glands near may not be enlarged. 

The best treatment is by means of injec- 
tion of the arsenio-salicylate of mercury, 
one-fourth of a grain of which is given 
every third day until the tumor begins to 
disappear, and combined, if needful, with 
the iodide of 
potassium. 


internal administration of 


OPERATIVE INJURIES OF THE THO- 
RACIC DUCT IN THE NECK. 


(Edinburgh Medical Journal, 
1907) tabulated 
cases of injuries of the thoracic duct inci- 


STUART 
October, has reported 
dent to surgical operations performed for 
the removal of malignant or tuberculous in- 
filtrates. The symptoms during operation 
are plenty of fluid in the wound, which may 
be almost clear, as the patient has usually 
had no food for several hours; or clear, but 
mingled with whitish threads; or distinctly 
milky, like skimmed milk or milk mixed 
with water. Frequently a search reveals 
the cut end of the duct or a wound in the 
This 


escape is often rhythmical, a little jet being 


wall, from which the fluid escapes. 


expelled at each expiration. 

Should the injury to the thoracic duct 
escape the notice of the surgeon during the 
operation, it is subsequently brought to his 
notice in one of two ways. When no drain- 
age has been employed there are no symp- 
toms pointing to anything unusual, until 
the wound is dressed for the first time, 
when a large effusion is found raising the 
skin in the supraclavicular region. This is 
generally regarded as due to blood, but on 
opening a corner of the wound a whitish 
liquid escapes, which has on several oc- 
casions been mistaken for pus; and for a 
longer or shorter period a fistula is estab- 
lished, from which there is a copious lymph- 
orrhea or chylorrhea. 


The other way in which the wound of 
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the duct reveals itself after operation, es- 
pecially after a drain has been inserted, is 
by a profuse chylorrhea which soaks the 
dressing, and sometimes the bed, with a 
milky fluid possessing a sweet or mawkish 
odor like that of blood serum. This dis- 
charge may show itself in a few hours or 
may not be seen for one or two days after 
operation. Associated with the lymphor- 
rhea there is usually rapid emaciation and 
general lassitude and dejection, feebleness, 
pallor, great thirst, scantiness of urine, and 
sometimes tachycardia, headache, giddiness, 
and syncope. Patients are extremely hun- 
gry, and the discharge from the fistula be- 
comes more milky during the period of 
digestion and absorption. In 14 of Stuart’s 
40 cases there was no postoperative chylor- 
rhea. The wound in the duct was recog- 
nized during operation and appropriately 
treated. Of 40 reported cases 5 died, but 
Stuart is inclined to doubt that the duct 
wound was an important factor in any of 
these deaths. 

Ligature of the duct has been shown to 
be a safe and satisfactory procedure. Liga- 
ture of the peripheral end is regarded as 
sufficient, the opening or openings of the 
central end into the venous system being 
guarded by valves which prevent any 
regurgitation of blood. Cushing success- 
fully sutured a case. Porter and Keen have 
also used this method, but chylorrhea re- 
sulted for fifteen and two days respectively. 
Forcipressure has been tried three times, 
the forceps being left on the duct. Once 
this was done at the operation, and there 
was still some discharge for four days; 
twice forceps were applied as a secondary 
procedure with complete success. Packing 
has been only moderately successful. The 
conclusions Stuart draws are as follows: 

The anatomy of the thoracic duct sug- 
gests that a wound or complete division of 
it in the neck need not, in most cases, be 
attended by serious consequences. 

Surgical experience proves that, in an 
aseptic wound and with proper treatment, 
such injuries are rarely fatal, and if the in- 
jury is recognized during the operation, are 
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rarely followed by even a temporary chylous 
fistula. 

The best treatment, if the wound of the 
thoracic duct is recognized during the oper- 
ation, is ligature of the peripheral end; liga- 
ture of the central end in addition is in 
most cases unnecessary but can do no harm. 
Suture of a wound in the duct is worth 
attempting only in very favorable cases. 
Packing is only justifiable if the surgeon 
is unable to apply a ligature. 

The best treatment, if the wound of the 
thoracic duct is not recognized till after the 
operation, is probably firm packing of the 
wound, which almost invariably results in 
cure with or without a comparatively short- 
lived fistula. Firm supraclavicular external 
pressure may be successful if the wound is 
firmly closed, and may also be successful 
even if the wound is not closed; there have 
been too few cases of this treatment to allow 
of a definite expression of opinion upon it. 
Probably where the accumulation in a 
closed wound is recognized as_ being 
chylous, supraclavicular pressure—the ac- 
cumulation being left im situ—will be a 
safe and satisfactory method. The wound 
may. be reopened and a ligature or forceps 
applied to the duct, usually with complete 
success ; but this is a difficult procedure, and 
hardly justifiable unless packing has been 
tried and has failed. 

Operative injuries of the thoracic duct 
are probably far commoner than is gener- 
ally imagined. In many cases pieces of 
tissue are clamped before division and then 
ligatured, and it is likely that in some of 
these cases wound or division of the duct 
takes place, but is never suspected because 
of the previous application of the ligature. 





SUMMARY OF A THOUSAND CASES OF 
APPENDICITIS. 

Crite (Cleveland Medical Journal, vol. 
vi, No. 8, 1907) holds that an acute ab- 
dominal pain and rise in temperature and 
tenderness, particularly over the appendix, 
with associated referred pain, are sufficient 
evidence of the disease to warrant the in- 
cision. If in addition there is nausea and 
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vomiting, rising leucocytosis, a history of 
previous similar attacks, and no evidence 
of other acute disease, the diagnosis may 
be considered certain. 

Crile roughly groups the atypical cases 
as follows: 

(a) Acute infection of the appendix with 
local but maximum = systemic 
manifestations, early complicated by bac- 
In these cases there are usually 
early and perhaps repeated chills, high tem- 
perature, early delirium, rapid pulse, nega- 
tive abdomen, positive blood culture, and 
usually death from bacteremia. In some 
of these cases the rdle of the appendix is 


minimum 


teremia. 


discovered only at autopsy, and in others 
the diagnosis is reached only by inference 
and exclusion. These cases are compared 
by Crile to bacteremia arising from infec- 
tion of the tonsils. 

The importance of correct diagnosis in 
such cases is incident to the fact that in 
them operation should be avoided, since 
surgical infection reduces the natural re- 
sistance of the patient and hence lessens his 
chances of recovery. Maximum constitu- 
tional with minimum local symptoms fore- 
shadow a fatal termination. ‘ 

(b) Appendicitis appearing in the course 
of other diseases or local disturbances. The 
greatest number in this group occur in the 
course of gastroenteritis—the latter in chil- 
dren usually incident to obvious great error 
in diet. Vomiting, diarrhea, and intestinal 
pains are typical, but after a few days the 
contradistinction to the 
Nor is 


peritoneal, in 
mucosal, symptoms predominate. 
diagnosis likely to be made before the stage 
of peritonitis. 

Crile observed four cases occurring after 
In none was there a 
history of previous attack, and the appendix 
Since 


abdominal section. 


was not disturbed during operation. 
these experiences Crile has in all favorable 
cases of laparotomy for other purposes ex- 
cised the appendix when it came within the 
field of operation. 

Also in the passage of right renal and 
ureteral calculi, beginning as definite renal 
colic. Moreover, an attack originating at 
the menstrual period may readily be over- 
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looked. In one instance Crile observed an 
attack of appendicitis develop in the course 
of a protracted passage of gall-stones. Also 
in a recurring attack of cholecystitis which 
was a sequel of a drained acute suppurative 
gall-bladder. 

In the course of pregnancy a number of 
cases developed, but were more readily 
diagnosed than the preceding. The symp- 
toms of appendicitis may be overshadowed 
by salpingitis or especially 
when the appendix is deep in the pelvis. 
In one instance acute appendicitis occurred 
on the fourth day after a typical ruptured 
tubal pregnancy. 

One case developed as a complication of 
In four instances 


pyosalpinx, 


cancer of the cecum. 
acute appendicitis was followed so quickly 
by intussusception that the appendix and its 
symptomatology was completedw obscured. 
A case occurred in the course of typhoid. 

One acute case was operated on in the 
prodromal stage of smallpox. 

One case exhibiting a typical scar, with 
the history of having the appendix re- 
moved, on operation was found to have 
a hardened, acutely inflamed appendix lying 
within the cecum, a small scar marking its 
base. This was obviously, an instance of 
the inversion of the appendix into the lu- 
men. At operation the cecum was opened 
and the inverted appendix was found dang- 
It was removed, and 
showed the 


ling free in the bowel. 
the pathologic examination 
usual picture of acute appendicitis. 

(c) Altered anatomic relations of the ap- 
pendix. The position of the appendix may 
vary so greatly as to render diagnosis dif- 
ficult. In two instances of left-sided ap- 
pendicitis diagnosis was probable rather 
than positive. 

Crile notes that he has seen the appendix 
a number of times across the median line 
of the pelvis, attached to the left ovary, the 
left tube, the fundus of the uterus, the blad- 
der; frequently to the right tube and ovary, 
the gall-bladder, the stomach, to the left of 
the median line, above the umbilicus, rest- 
ing upon the liver, attached to large 
ovarian tumors, displaced by retroperitoneal 
tumors, or attached by adhesions to an en- 
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larged spleen. When, in addition to the 
anatomic displacement and adhesion, the 
inflammation of the appendix is limited to 
its distal end, as frequently occurs, it may 
become impossible to make a differential 
diagnosis. When the appendix rests upon 
the ureter, pain radiating down to the blad- 
der, into the groin, into the testicle, or 
down the thighs may readily lead to mis- 
take. 
ization of the ureters, by the x-ray, and by 


When 


the appendix is attached to the ovaries, 


Diagnosis can be made by catheter- 
repeated examinations of the urine. 


tubes, or uterus, and becomes inflamed, a 
certain group of symptoms due to the dis- 
cloud the 


turbance of these 


picture of appendicitis. 


organs may 
(d) Cases first seen when late compli- 
cations are present. This group of cases 


presents many difficulties in diagnosis. 
Crile notes that he has seen an instance of 
multiple abscesses of the liver caused by 
appendicitis, although the appendix itself 
had recovered. 

It was only by the history of the case, 
almost forgotten by the patient, that a 
diagnosis was made. The same difficulty 
may be encountered in cases in which a re- 
troperitoneal lymphadenitis has been pro- 
duced by acute appendicitis, the appendix 
in the meantime recovering. In two in- 
stances the patient was first seen after con- 


siderable illness, and the symptoms all re- 


lated to the bladder. Pus was freely 
discharging. In each, however, there was 


an unmistakable attack of appendicitis fol- 
lowed by 
which in turn penetrated the bladder; and 


local peritonitis and abscess, 
in One instance the tip of the appendix was 
discharged through the urethra. 

The cases of “walking” appendicitis are 
characterized by a mass in the iliac fossa, 
dull pain, and lameness incident to inter- 
ference with the action of the psoas muscle. 
The history will usually show evidences of 
earlier attacks of appendicitis. 

Crile refers to one case in which popliteal 
abscess was the ultimate outcome of an 
appendicitis, the pus from which burrowed 


along the psoas muscle and dissected along 
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the lower plane, finally pointing in the 
popliteal space. In another instance the 
pus burrowed up through the diaphragm 
into the pleura and was coughed out. 

(e) Chronic appendicitis may be charac- 
terized only by reflex disturbances of the 
gastrointestinal tract, such as indigestion, 
flatulency, diarrhea or constipation, unre- 
lieved by medical measures. Often there 
is an occasional sharp, darting pain in the 
epigastrium or in the left side, pain or feel- 
ing of heaviness in the region of the stom- 
ach after meals, sometimes a feeling of 
accumulation of the with 


gas in cecum, 


perhaps a little peristaltic pain. Diagnosis 
in such cases is not possible except by a 
process of exclusion. Among the diseases 
which are often mistaken for appendicitis 
is a central pneumonia of the right lung, 
characterized by sudden acute abdominal 
pain differing little in location from the 
onset of many cases of appendicitis, asso- 
ciated with abdominal distention, constipa- 
tion, right-sided tenderness, and tempera- 
ture; but here one has the advantage of the 
low leucocytosis and the history of the 
onset. The respiratory hurry characteristic 
of pneumonia is absent in appendicitis, 
though it may be observed in an acute ful- 
minant attack. In pneumonia the tender- 
ness is diffuse wall of the 
abdomen, elicited by picking up the skin 
between the thumb and finger; there is 
lacking sharp muscular reflex and referred 


and in the 


pain on pressure over the appendix. 

The onset of typhoid fever sometimes 
closely resembles an acute appendicitis— 
that is, the abdominal pain, right-sided ten- 
derness, temperature—but here one 
has the advantage of the low leucocytosis 
Renal calculi, chole- 





and 


and history of onset. 
lithiasis, perforation of the duodenum or 
of the intestines elsewhere, ureteral cal- 
culus, pelvic peritonitis, may all closely 
simulate appendicitis. 

Crile calls attention to one group of symp- 
toms which he finds of more value than any 
other, and which have assisted in determ- 
ining the differential diagnosis in many 
cases. This is the Head zone of referred 
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pain and hyperesthesia. The more he has 
studied this diagnostic arc the more con- 
fidence he places in it. The appendix itself 
in disease does not as a rule cause pain. 
The pain is referred to this portion of the 
abdomen, the nerve supply of the appendix 
having a connection with definite segments 
of the spinal cord. The latter are in close 
relation with the origin of the sensory 


The 


impulses set up by injury or disease of the 


nerves arising from these segments. 


appendix pass up to and spread over the 
centers of the sensory nerve supply, caus- 
ing radiation of pain over part or all of the 
abdomen. When the appendix is rapidly 
inflamed hyperesthesia may be found in the 
zone bounded by the middle line, Poupart’s 
ligament, and the crest of the ilium. Some- 
times in addition to this zone of hyper- 
esthesia there may be another zone extend- 
ing toward the back on the same horizontal 
plane of the body. Crile states that he has 
never observed in a supposed case of ap- 
pendicitis this hyperesthesia, and has not 
been able to verify appendicitis at operation. 
Furthermore, in any case of appendicitis, 
be it acute, subacute, or chronic, if one 
carefully presses upon the appendix and 
asks the patient whether he feels the pain 
elsewhere there will in all probability be 
felt a pain which the patient will positively 
identify as the same pain from which he 
has been suffering. This may have been 
in the upper abdomen, perhaps following 
meals, or at irregular intervals. This symp- 
tom Crile regards as pathognomonic. He 
does not regard the hyperesthesia and re- 
ferred pain, even when properly interpreted 
and carefully elicited, as infallible, but 
states that these two symptoms have served 
more than any other single symptom in con- 
trolling a diagnosis. This is especially true 
when one keeps in mind the Head zone in 
diseases of the kidney and ureter, and in 
diseases of the pelvis. All these various 
organs have a definite zone of reflexes and 
In the 


differential diagnosis in all the various 


they do not overlap each other. 


groups of cases Crile depends upon the 
Head zones. 
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MOVABLE SPLEEN. 


MooruHead (Practitioner, No. 470, vol. 
Ixxix, No. 2) notes that a movable spleen 
is usually bigger than normal; that trau- 
matism is an occasional etiological factor. 
The tumor may be felt in any part of the 
abdomen, even within the pelvis, and in 
some cases slips down behind the colon. In 
the case he reports the diagnosis was prob- 
able hydronephrosis, supposed subsequently 
to have become purulent because of daily 
rigors and pus in the urine. 

On operation the spleen was found 
axially rotated with the colon in front of 
it. The patient’s condition was not suffi- 
ciently strong to warrant further operation, 
and the wound was closed without any at- 
tempt to fix the movable organ. 
that the 
hibited the most extraordinary variations in 


The author notes tumor ex- 
size, and quotes Bland Sutton to the effect 
that the engorged spleen may shrink to 
one-third of its bulk during the course of 
a laparotomy. The alteration in size closely 
simulates that found in intermittent hydro- 
nephrosis. 

As to the treatment of this condition, 
opinion is fairly evenly divided between 
splenectomy and splenopexy. The former 
is most frequently practiced, as it gives a 
permanent cure. In the latter recurrence 
has been noted. 


CURE OF WRITER’S CRAMP BY BIER’S 
METHOD. 

HARTENBERG (Archives de Neurologie; 
quoted in the Practitioner, vol. 1xxix, No. 
2) reports his experiences of the method of 
the elastic ligature in muscular disorders, 
such as contractions, spasms, cramps, and 
so forth. Without drawing general con- 
clusions, he believes in the excellence of the 
method, and cites, by way of example, the 
obtained in a case of 


remarkable result 


writer's cramp. The patient was a clerk, 
aged thirty-seven years, who had suffered 
for fifteen years. His writing was almost 
illegible, especially toward the end of the 
day, and became impossible under stress 
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of anxiety. During the fifteen years he 
had alternate periods of slight improvement 
and aggravation. His general health was 
good, and he was a big, strong man, al- 
though nervous and impressionable. Every 
possible method of treatment had been tried 
without the least success. In 1905 Harten- 
berg saw the case, and advised the use of 
the elastic ligature, a treatment which the 
patient could carry out himself at home in 
the depth of the country. It consisted in 
simply tying a rubber tube round the arm 
above the biceps for twenty minutes, morn- 
ing and evening, so as to produce the stasis 
recommended by Bier. After fifteen days 
the patient wrote to express his gratitude 
for the relief obtained, and two months 
later wrote again to say he was completely 
cured. 





MAMMARY CARCINOMA AND THE 

DURATION OF THE RESULTS OF 

OPERATIVE TREATMENT. 

FINSTERER (Deutsche Zeitschrift fiir 
Chirurgie, Bd. 89, H. 1-4) gives a full dis- 
cussion of mammary carcinoma in its vari- 
ous phases based partly upon the litera- 
ture, but chiefly upon the observation of 
primary operations on 520 women in the 
second surgical clinic of the University of 
Vienna, covering the period from 1877 to 
1903. There were four patients between 
twenty and twenty-five years of age, and 
one between seventy-six and eighty years. 
3etween these ages there was a gradual in- 
crease up to fifty-one to fifty-five, and from 
that time on a gradual decrease in the num- 
ber of cases. Between fifty-one and fifty- 
five years there were 106 cases. Twenty- 
five of the patients had not borne children, 
while only six had a record of eleven to 
eighteen children. The greatest number of 
cases (56) occurred in those who had borne 


three to five children. In only three cases 


was there rapid diffuse infiltration of the 
breast, finally becoming bilateral in two of 
these. 

In 180 cases in which the family history 
could be obtained, it was found that in 45 
of these there was carcinoma in 


either 
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In 606 cases 


father, mother, sister, or aunt. 
examined at this clinic the cancer was on 
the left side in 313, and on the right in 
286; in only four cases was it on both sides. 
The disease was localized in the upper 
outer quadrant in 193, the lower outer in 
36, the upper inner in 45, and the lower 
inner in 16 cases; in the outer half in 45, 
the inner in 21, the upper in 64, the lower in 
20, and was central in 41 cases. The time 
at which the cancer set in was determined 
with difficulty in many cases. In 20 cases 
it was first noticed when the size was from 
that of a pigeon’s egg to a hen’s egg, in 85 
in size from a hazelnut to a walnut, and in 
66 in size from a pea to a bean. In 35 cases 
it began as an ill-defined hardening. In the 
remainder of the cases the disease presented 
itself in the form of a little node. In 31 
cases attention was called to the tumor by 
sticking pain in the breast. In one case 
there was pain in the nipple a year before 
any tumor was noticed. In nine cases a 
slight injury led to examination of the 
breast, at which time a tumor was found. 
The time which elapsed between the dis- 
covery of the tumor by the patient and en- 
trance into the clinic varied from one month 
to fifteen years; in the largest number of 
cases it was one year. In all the cases of 
over four years’ standing, 32 in number, 
only two were inoperable, and none of these 
cases refused operation. Of 115 cases of 
one year’s standing admitted, 101 were 
operated upon, two refused operation, and 
12 were inoperable. One case of two 
months’ standing was inoperable. 

The author says that the most important 
contraindication to operation is distant 
metastasis to the internal organs. A second 
contraindication is the absolute fixation of 
the tumor to the thorax, though operation 
has been done on a few of such cases. The 
third contraindication is the spreading of 
the cancer in lentil-like masses over the 
chest or cancer en cuirasse. However, the 
author’s series presents nine exceptions to 
this. In one of these cases the woman is 
still living, seven years after the operation, 
and does her own housework. The gen- 
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eral condition of the patient, the age, and 
the presence of other diseases must be con- 
sidered, the latter only in reference to the 
degree of development. The final contra- 
indication is furnished by the presence of 
involvement of the supraclavicular lymph 
glands. This, however, is a much debated 
point. It is argued by some surgeons in 
support of this condition as a contraindi- 
cation that when the supraclavicular glands 
are demonstrably enlarged the endothoracic 
glands are also already involved. In 51 
cases of the author’s series with disease of 
the supraclavicular glands operated upon, 
three died soon after the operation, one 
after eight months of a local recurrence, 
and another after a second operation four 
years after the first, in which the supra- 
clavicular glands had been removed. In 
none of these five cases was there any in- 
volvement of the endothoracic lymph glands 
or the pleura. It may be stated that the 
clinically demonstrable involvement of the 
supraclavicular glands does not constitute 
a generally valid contraindication, for there 
have been cases of cure even if they are few 
in number. There are cases in which soon 
or several years after the extirpation of 
the diseased glands, when the patient comes 
to autopsy, no mediastinal involvement is 
found; also where there was undoubted re- 
currence in the supraclavicular region after 
four years there was still no disease in the 
mediastinum. It is also true that in cases 
which were not cured life was prolonged by 
bettering the general condition by opera- 
tion. Out of 520 cases operated upon the 
results were as follows: Complete cure, 
80 cases; local recurrence, 173 cases; glan- 
dular recurrence, 20 cases; recurrence in 
thoracic wall, 4 cases; internal metastasis, 
42; died of intercurrent disease, 23; late 
recurrence and metastasis, 17; result un- 
known, 78; died after operation, 28; opera- 
tion only palliative, 19. 

The author concludes as follows: The 
permanent cures in these cases from 1877 to 
1903 amount to 12.5 per cent. This was 
increased in the last ten years of the period 
to 26.64 per cent, during which time the 
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operation had been gradually extended be- 
yond the local involvement. The best 
method of operation is that which lessens 
the local recurrence as well as seeks to pre- 
vent metastasis by the very important exact 
clearing out of the lymphatic glands, ac- 
cordingly until now the most enduring re- 
sults come from the procedure of Halsted. 

Increased attention is to be given to the 
most complete removal of the skin. The 
supraclavicular group is best removed in 
each case, absolutely, when the infraclavic- 
ular glands are found diseased during the 
operation. The question whether in al- 
ready clinically demonstrable disease of the 
supraclavicular glands an operation is still 
warranted or not lacks a positive answer 
because there are cases which are contrary 
to the rule of coincident involvement of the 
supraclavicular and intrathoracic glands 
and the pleura. In judging of each case a 
comparison of the duration of the disease, 
the size, the seat of the tumor (whether in 
the inner or outer half of the mamma), 
the size and the matting together of the 
supraclavicular glands, must be made. On 
account of the frequency of late recurrence 
the limit of the duration of healing which 
may be considered permanent should be ex- 
tended to five years, and in judging the 
results the absolute outcome in each case 
must be constantly considered. 





TRAUMATIC SEPARATION OF THE 
LOWER EPIPHYSIS OF THE 
FEMUR. 

LuxemBourG (Deutsche Zeitschrift fiir 
Chirurgie, Bd. Ixxxix, H. 1-4) says that 
usually the displacement of the epiphysis 
is backward or forward and very seldom 
lateral. Out of 700 cases collected by Po- 
land up to 1898, in only two cases was the 
epiphysis displaced outward. In both of 
these cases amputation was done, and one 
of them died from pyemia. The author 
reports a case of lateral displacement of the 
epiphysis. The patient was a boy of seven 
years, admitted September 17, 1906. He 
had been caught by a draft wagon and 
hurled a considerable distance. He was 
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The 
right knee-joint was found to be reddened, 


brought to the hospital unconscious. 


much swollen, and its transverse measure- 
ment much increased. At the inner side of 
the knee, extending to the middle of the 
thigh and the tibia, the skin was scraped and 
soiled by mud. The tibia was bent outward 
at the knee at an angle of 130 degrees and 
somewhat flexed. At the outer side of the 
lower end of the femur the outwardly dis- 
located epiphysis could be felt under the 
the inner side the 
lower end of the diaphysis threatened to 


tense skin, while on 
burst through the tightly stretched skin. 
On abduction a soft crepitation could be 
felt. 
pulse palpable, and there were no disturb- 


The limb was warm throughout, the 


ances of sensation in the cutaneous nerves 
Active motion of the 
A Roentgen 


of the leg and foot. 
knee-joint was impossible. 
picture taken at once showed a complete 
separation of the epiphysis with outward 
displacement of the same and tearing away 
of a small piece of bone from the lower 
outer part of the diaphysis. Under general 
anesthesia the parts were replaced by longi- 
tudinal traction and pressure upon the lower 
end of the diaphysis, and an extension dres- 
sing was put on with 15 pounds weight. At 
the same time traction outward was made 
on the lower end of the femur and the lower 
end of the tibia, while traction inward was 
made upon the epiphysis and upper end of 
the femur, each of three pounds. 

On the first day afterward the tempera- 
ture rose to 38.8° C., but there was no gen- 
After October 15 both 
passive and active motion were practiced. 


eral disturbance. 
The dressings were removed on October 20, 
and massage, faradization, and movements 
carried out. On October 28 the patient 
arose from bed and walked without sup- 
port, though slightly lame, but otherwise 
On November 
There was no short- 


moving quickly and safely. 
3 he was discharged. 
ening and no stiffening of the joint, and 
scarcely any lateral motion at the knee-joint 
in the extended limb; no palpable thickening 
of the lower end of the femur; very little 
swelling of the knee-joint; gait quite buoy- 
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ant and secure; no limping; but little atro- 
The Roentgen picture 
showed the epiphysis in normal position. 


phy of the muscles. 


Examination on May 8, 1907, showed the 
patient to be perfectly free from trouble; 
Disturb- 


ance in growth, being absent at this time, 


he walked securely and buoyantly. 


was hardly to be feared later, as reposition 
had been accomplished immediately after 
the injury. As proof of this supposition the 
author cites a case of similar character in a 
boy fourteen years old at time of injury, 
which he had an opportunity to examine 
eight years after reposition of a dislocated 
epiphysis of the femur. In this case no 
difference could be found between the two 
lower extremities, and the patient, being 
unable to get excused from military duty, 
had to do service in the artillery. 





MOVABLE KIDNEY. 


GALLANT (New York Medical Journal, 
vol. Ixxxvi, No. 11) observes that in the ab- 
sence of a more reasonable explanation of 
the inception of cholecystitis, and in view 
of his experience of the past seven years in 
the treatment of these cases, he has been 
led to attribute the genesis of this disease 
to traction by a more or less movable kid- 
ney on the cystic or common ducts, and in 
substantiation thereof he offers for con- 
sideration the following data: 

Cholecystitis, with or without jaundice, 
is most commonly met with in the same 
type of women as that in which we most 
frequently find dislocated kidney. 

The onset of the trouble is usually in the 
form of a so-called “bilious” attack, char- 
acterized by _ sick-headache, 
epigastric pain, bloating, nausea, vomiting, 
making the patient feel wretched enough 
to be glad to lie down, and in a short time 
to go to sleep. The horizontal posture al- 
lows the kidneys to recede enough to re- 
lieve the tension on the ducts, puts an end 
to the biliary obstruction, and for the time 
being to the attack. 

Subsequently these attacks recur, but with 
increasing severity, longer duration, greater 
frequency—usually designated Dietl’s crises. 


indigestion, 

















REPORTS ON 


With all these features, in addition there is 
severe pain extending from the epigas- 
trium or hypochondrium through to the 
tip of the right scapula, of a boring char- 
acter, frequently severe enough to, require 
liberal does of morphine to afford relief, 
which is rarely secured until the patient lies 
down and falls asleep. The next morning 
she may be able to get about, or on sitting 
up or semireclining the same symptoms may 
be repeated, sometimes day after day for 
weeks, or at infrequent intervals, but each 
one progressively worse, as the bile tract 
becomes more seriously involved. 
Examination in the semireclining or 
standing posture shows a considerable mass 
at the right chondral border, which may be 
the lower inch or two of an enlarged kidney, 
adherent, or partially replaceable; or in 
front may be the distended gall-bladder, 
which can be emptied by gradual, firm 
pressure ; or the elongated edge of the liver 
may project in front of and over the kidney 
and obscure its contour. The kidney is usu- 
ally very tender, the rectus rigid, the con- 
junctiva of a bilious hue, the skin may be 
tinged or deeply stained, and bile pigment 
If the attack has 
lasted several days the stools will be light 


can be found in the urine. 


or clay-colored, but transient attacks do not 
discolor the feces. The gall-bladder may 
or may not be palpable (distended) ; hydro- 
nephrosis is but rarely present. 

Lilienthal, in 1896, called attention to “the 
important fact that a swollen gall-bladder 
may exist without liver or gall-bladder dis- 
ease, and emphasizes the necessity for 
guarded diagnosis even in cases which may 
look plain at first sight.” Richardson in 
fifty-nine operations on the gall-bladder re- 
ports ten cases of acute cholecystitis with- 
out any known reason, and with no gall- 
Johnston, Fenwick, Treves, 


stones present. 
Holmes, Delaney, and others found that the 
pressure or traction of the kidney on the 
bile-ducts was the only assignable reason 
for recurrent attacks of typical “gall-stone” 
disease, which did not recur after the kidney 
had been sutured. 
quently been found occluded by stone and 
enormously distended, yet intermittent jaun- 


The cystic duct has fre- 
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dice prevailed without any evidence of 


common-duct obstruction by a supposed 
stone which was thought to have escaped 
into the bowel and was but rarely found 
in the stools. Lilienthal admits that it has 


seemed to him far from rare to hear of 
pain, in some instances quite severe, after 
almost any operation for gall-stones; and 
in two instances colic and jaundice followed 
after complete removal of the gall-bladder, 
no stones being found in the stools. 

It is of interest to note that all cases, so 
far recorded, which have been operated on 
for the removal of biliary calculi, without 
gall-stones being found, and the jaundice 
attributed to mobile kidney, have occurred 
in female patients. 

J. Hutchinson, Jr. (Practitioner, xv, pp. 
186-194, 1902) offers the following factors 
to explain the occurrence of obstructive 
(1) Down- 
ward displacement of the third part of the 


jaundice with floating kidney: 


duodenum, with stretching of the common 
bile-duct; (2) displacement of the gall- 
bladder and sharp kinking of the cystic 
duct; (3) torsion of the third part of the 
duodenum and perhaps of even the bile- 
duct; and yet he admits that “floating kid- 
ney by itself and without intervention of 
gall-stones may produce severe cholecystitis, 
and obliteration of the gall-bladder is a fact 
proved by one of the cases to be (by him) 
narrated, and it is a fact which is not gen- 
erally admitted by physicians. At any 
rate, the connection between floating and 
misplaced kidney with biliary obstruction 
is an important one, and in order that treat- 
ment may be properly directed it deserves 
to be borne in mind.” The “probability” 
of Mayo Robson must ere long become a 
certainty ; and the importance of recogniz- 
ing this condition, before stasis and stone 
formation has begun, must be appreciated. 

Gallant quotes the histories of ten cases 
and describes the application of his corset 
as follows: This must be made to order, 
of fashionable design, fitting very tightly 
over the hips and suprapubic area, grace- 
fully curving in at the waist and with ample 
room above the waist line for the accom- 
modation of the replaced abdominal organs, 
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especially the stomach. When about to put 
on the corset the lower lace must be loos- 
ened, the garment wrapped around the 
waist; the woman then lies down on her 
bed, bends her knees, raises the hips as high 
as possible, rubs the abdomen upward so 
as to massage the stomach and colon to- 
ward the diaphragm, hooks the corset in 
front, beginning with the lowest and work- 
ing up to the top, and then, with the hips 
still raised, draws in the lower lace from the 
waist down until it is as tight as can be 
made. In thin women it is necessary to 
cushion the inside of the corset from the 
anterior spines back to the middle line. A 
properly constructed corset does not require 
any straps, belts, buckles, cushions, air-pads, 
or elastic in its construction, except the or- 
dinary garters, which are only put on for 
convenience in holding up the stockings. 
The corset must be worn all the time except 
when lying down. 

Under the regular methods of treatment, 
with the patient half sitting up in bed, as 
he much prefers to do, the attack may last 
for a few days or weeks; while on the other 
hand, if the patient is made to lie flat on 
the bed, with the foot raised ten to twelve 
inches, the head only resting on a pillow, 
the kidney being replaced and the gall-blad- 
der emptied by careful manipulation, the 
abdominal wall supported by Gallant’s 
“stock” bandage or Rose’s plaster strap- 
ping, the nausea and vomiting will cease, 
the pain subside, the temperature if raised 
will drop, and the discoloration of the skin 
quickly fade away under the active use of 
salines. In a short time the kidney becomes 
free, diminishes in size and returns to its 
normal bed, and if a properly fitting corset 
is worn the attacks will not recur unless the 
patient goes about without it. 

From the foregoing data Gallant feels 
justified, at least tentatively, in adopting 
the following conclusions: 

That the inception of disorders of the 
biliary tracts arises from traction or pres- 
sure on the bile-ducts by a prolapsed kidney. 
At first there is but slight mobility, slight 
traction, and a slight attack, of a “bilious” 
nature, with or without jaundice. It is 
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owing to the transitory nature of the attack 
during its incipiency that examination is 
but seldom made, or the kidney cannot be 
palpated because it has slipped back, as soon 
as the patient lies on her back, and the gall- 
bladder empties itself as soon as the tension 
is released. The mobile kidney gradually 
increases in size and mobility, exerting 
greater traction, causing greater obstruc- 
tion, greater bile stasis, greater colic and 
jaundice, with infection, precipitation, stone 
formation, ulceration, perforation, 
sometimes cremation. 

That these attacks can almost always be 
arrested and the diagnosis established by 
placing the patient in a bed with the foot 
raised ten inches, and replacing the kidney 
by careful manipulation. 

That by the early recognition of the kid- 
ney mobility as the cause, in the early stage 
of the disease, and the early wearing of a 
special corset, exacerbations can be pre- 
vented, further progress of duct disease 
avoided, gall-stone formation eliminated, 
operations for its removal reduced to a 
minimum, and at the same time by the use 
of the corset we overcome the bad effects 
arising from ptosis of other abdominal 


and 


viscera. 

When pain, fever, and jaundice do not 
diminish or subside within twenty-four to 
forty-eight hours, or unmistakable signs of 
severe infection or peritoneal invasion are 
present, operate quickly and thoroughly. 





BIER’S VENOUS STASIS IN ACUTE 
GOUT. 

ALKAN (quoted in the Practitioner for 
August, 1907) recommends the use of Bier’s 
stasis in the treatment of gout in the acute 
stage, in view of the fact that blood-serum 
is the best solvent of uric acid. He re- 
ports some successful results, and advises 
that with the hyperemia should be associ- 
ated alternately hot and cold applications 
locally, the constricting band being removed 
at the end of two or three hours. There- 
after he keeps the limb elevated, applying 
cold compresses for two hours, and then 
hot fomentations. This treatment quickly 
puts an end to the attack. 











a ond te 








DISPLACEMENT OF THE INTERNAL 
SEMILUNAR CARTILAGE OF THE 
KNEE-JOINT. 

RAWLING (Practitioner, No. 471, 1907) 
notes that the only common form of the 
displacement of the semilunar cartilage is 
that in which the anterior part of the in- 
ternal cartilage is torn away from its tibial 
attachment, or from the transverse liga- 
ment, occupying any position between the 
two extremes of outward projection toward 
the triangular space that lies on the inner 
side of the joint between the patella, femur, 
and tibia, and that of inward dislocation 
into the intercondyloid notch. Commonly 
the floating end of the cartilage occupies 
a position intermediate between these two 
extremes, and is consequently liable to be 
nipped between the two bones at any mo- 
ment. The actual detachment of the carti- 
lage usually takes place during the carrying 
out of some violent form of exercise, dur- 
ing which the body is twisted violently to 
one side, whilst the leg remains firmly 
planted on the ground. As a result of this 
the femur is forcibly rotated inward on 
the tibia, and the internal condyle, coming 
into sudden and violent contact with the 
anterior part of the internal semilunar, tears 
it away from its tibial or other attachment. 
In the subsequent attacks the detached 
portion is nipped between the two bones 
before it has time to be displaced to some 

safe position. 

The symptoms are acute pain, often fixa- 
tion in flexion, relieved by manipulation and 
followed by effusion and recurrence of these 
attacks. In the treatment of the first attack 
reduction is a point of first importance. The 
patient is placed on his back and grasps 
firmly with both hands the fully flexed 
thigh, whilst the surgeon, standing on the 
other side of the affected limb, grasps the 
condylar region with one hand and the 
malleolar region with the other, and, steady- 
ing the thigh with his own, fully abducts 
the leg on the thigh so as to increase, as 
much as possible, the space between the 
inner articular surfaces of the femur and 
tibia. The tibia is then rotated inward and 
outward, and finally fully extended on the 
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thigh, the limb being brought down as the 
extension is increased. At some time dur- 
ing the course of these manipulations the 
cartilage slips, often with a distinct click, 
out of its constrained position. 

The administration of an anesthetic may 
be needful for reduction, or should this fail, 
incision must be made and the cartilage re- 
moved. 

Rawling advises after the first attack 
confinement to bed for a week with an ice- 
bag to the knee, followed by massage and 
passive movement and exercise daily, the 
knee being firmly bandaged. The tendency 
to recurrence can be controlled, and in some 
cases prevented, by the adoption of a me- 
chanical apparatus which consists of lateral 
knee-irons with transverse connecting 
straps, interfering but little with the ex- 
tension and flexion of the joint, but limit- 
ing or preventing any act of rotation of the 
tibia on the femur. As the object of treat- 
ment is fixation of the semilunar cartilage, 
failure to accomplish this must be followed 
by removal of the detached portion as af- 
fording the only prospect of success. The 
cartilage is exposed by a vertical incision, 
after which the capsule is sutured. The 
knee is splinted for seven days, after which 
passive motion is begun by manipulation. 
It is stated that the results obtained by 
operation are excellent, and that it is quite 
exceptional for the patient to be anything 
but completely satisfied with the strength 
and general utility of the limb—a view 
which it is only fair to state is not in ac- 
cord with that of many who have had a 
wide experience with this class of cases. 





THE PRESENT POSITION OF SPINAL 


ANESTHESIA. 
Strauss (Deutsche Zeitschrift fiir Chir- 
urgie, Bd. Ixxxix, H. 1-4) presents a com- 


plete discussion of the subject of spinal 
anesthesia upon the basis of the literature 
and his own observations, and concludes as 
follows: 

Tropacocaine is at present the least dan- 
gerous anesthetic for spinal anesthesia, al- 
though it also produces a series of secondary 
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and after-phenomena and can even produce 
death. The dose should rather be too small 
than Six 
tropacocaine seem to be sufficient for all 


too large. centigrammes of 


cases. 
Keeping the pelvis high and’ withdrawing 
considerable fluid permits with greatest 


safety the production of more profound an- 
algesia. The addition of adrenalin appears 
rather prejudicial than useful and is there- 
fore to be avoided. Minute attention to the 
technique is necessary to the avoidance of 
The average dura- 
tion of the analgesia is one hour. With a 
certain exactitude the peritoneum, lower 


danger and bad results. 


extremities, and lower part of the abdomen 


are anesthetized. Secondary and after- 
results are greatly reduced by careful tech- 
nique and selection of the cases, but not 


completely eliminated. For the employ- 
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ment of spinal anesthesia there are quite 


definite indications and contraindications. 
The method is indicated in all old, decrepit 
patients in whom narcosis in other ways is 
not suitable, or in pulmonary tuberculosis 
or diabetes. Contraindications are age up 
to fifteen years, neuro- or psychopathic con- 
brain 


ditions, and spinal cord diseases, 


septic diseases, and all operations which 


can be carried out with local anesthesia. 
Caution must be exercised in all cases of 
tuberculosis, syphilis, kidney disease, and 
in advanced arteriosclerosis, especially of 
the cerebral vessels. Employed in suitable 
manner and in appropriate cases spinal 
anesthesia offers many advantages, never- 
theless the method is never without danger. 
The most efficacious means of lessening the 
danger consists in a conscientious restraint 


of its use. 





REVIEWS. 


ProstTaTic ENLARGEMENT. 
lace, F.R.C.S., and 
M.R.C.P. London: 
This book adds but little to our knowl- 


edge of the subjects under discussion, and 


By Cuthbert S. Wal- 
Leonard S. Dudgeon, 
Henry Frowde, 1907. 


gives throughout evidence of the sort of 
loose writing that usually indicates loose 
This begins in the preface, where 
“The results of castra- 
tion and vasectomy have been summarized, 


thinking. 
Mr. Wallace says: 


because it appeared that the effects of these 
operations on the testicle and prostate were 
but little appreciated.” It is generally be- 
lieved that the effect of castration upon the 
testicle has been well known and fully “ap- 
preciated” the remotest antiquity. 
“Gone but not forgotten” would probably 
summarize the usual effect as well as any 


from 


quotation, unless “Though lost to sight to 


memory dear” were considered more ap- 


propriate. 
The author continues (still in the pre- 


face): “That vasectomy should have been 


revived in 1894, to produce an effect on the 
prostate by its supposed power to bring 


about an atrophy of the testicle, when it 
had been shown in 1825 by Astley Cooper 
that section of the vas had no effect on the 
testis, is a striking example of how work 
previously placed on record may be com- 
pletely forgotten.” It is a favorite rhe- 
torical trick to set up a bogy man and then 
demolish him. The only trouble about the 
quoted statement is that vasectomy was not 
thought, in 1894 or at any other time, by 
any reasonable person, to produce its effect 
on the prostate by causing atrophy of the 
testicle; and that Astley Cooper did not in 
1825, or any other year, show that section 
of the vas has “no effect” on the testis. 
Curling, Griffiths, and others have shown 
conclusively that occasionally, though early, 
the effects are distinct 
marked. Otherwise Mr. 
tions are presumably correct, though we 
haven't verified his dates. 

He goes on (still in the preface) to say 
of carcinoma of the prostate that “it would 
appear that while in some cases it can be 
clinically diagnosed with certainty, in other 


and sometimes 


Wallace’s asser- 

















cases its presence is only revealed to the 
microscope”’—an epoch-making announce- 
ment! 

These prefatory experiences, it must be 
confessed, did not tend to produce in the 
reviewer a favorable mental attitude toward 
the teachings of the book. 

In considering the subject of vasectomy, 
Mr. Wallace says: “White, although he 
recognized the fact that section of the vas 
did not affect the testis, thought that it 
might have some effect on the prostate, and 
performed vasectomy on dogs with the idea 
of determining its effects on the prostate. 
As a result of these experiments, he stated 
that there was a marked loss of weight and 
size in the prostate within a short interval 
after the performance of vasectomy. In 
fact, his results were the same as those ob- 
tained by castration.” 

This is incorrect. If he had said “similar 
to” instead of “the same as” he would have 
been less inaccurate. We find in White’s 
original paper on this subject (Annals of 
Surgery, July, 1895) that he said there was 
a “constant loss of weight” in the prostate, 
“and that after fifty-two days the atrophic 
changes were unmistakable ;” but he adds: 
“Tf these results are reliable it will cer- 
tainly be worth while to investigate still 
further the effect of obliterating the vas, 
although outside of these experiments there 
would seem to be every theoretical reason 
to agree with Griffiths,’ who believes that 
in view of the slight effect upon the testis 
“it must be doubtful whether the operation 
will suffice to influence the enlargement of 
the prostate.” 

White’s final remark as to this matter is: 
“My experiments need repetition and con- 
firmation, as the absence of corresponding 
testicular change seems to make the results 
somewhat anomalous. It is possible that 
the incision or severance of small but im- 
portant nerves may account for the effect 
on the prostate.” 

The Bacteriological Section of the book 
(ten pages) is of some negative value. Mr. 
Dudgeon concludes: “It appears from a 
bacteriological examination of tumors of 
the prostate that microdrganisms cause a 
certain amount of inflammation, which pro- 
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duces enlargement of the gland, but bac- 
terial infection is a secondary event, and 
similar to that which so often occurs in 
tumors elsewhere in the body; that a bac- 
teriological examination of the urine may 
throw little or no light on a similar exam- 
ination of the prostate; there is no evidence 
to support the view that enlargement of the 
prostate gland, such as is referred to in the 
text, is of gonorrheal origin.””’ These con- 
clusions are certainly not revolutionary. 

A partial list of the various theories of 
causation is given (several being ignored), 
and the author is of the opinion that “the 
neoplastic theory accounts satisfactorily for 
the observed facts found in most cases of 
enlargement of the prostate. 
in which no enucleable tumors 


Those cases 


are pro- 


duced, and in which gland tissue is 
for the most part wanting, offer a 
difficulty, but this difficulty cannot be 


surmounted by invoking a chronic inflam- 
matory process, for the simple reason that 
there are no signs of such a process in his- 
tological sections. The presence of des- 
quamated epithelial and of polymorpho- 
nuclear cells in the glandular alveoli is due 
to a secondary infection of a preéxisting 
tumor.” 

When operation comes to be considered 
the author quotes liberally from his papers 
in the Pathological Society’s Transactions 
(as he does throughout the book) as to the 
nature of the enucleation operation and as 
to the possibility of the so-called “total” 
prostatectomy. Much of it has but little 
practical bearing. 

His “conclusion” as to prostatectomy is: 
“There can be no doubt as to the success 
of prostatectomy in the adenomatous form 
of the enlargement, provided that the opera- 
tion is performed on patients with reason- 
ably sound constitutions. On the other 
hand, disaster can only be expected if the 
operation is performed on individuals worn 
out by pain and sepsis.” 

Both assertions 
It is as absurd to say that there 
of success in the one 


are so worded as to be 
valueless. 
“can be no doubt” 
case (if “success” means no mortality and 
satisfactory cure) as it is in the other to 
assert that “disaster can only be expected.” 
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Of course, he means “only disaster can be 
expected,” but even then he’s wrong; and, 
in fact, after reading the book one is left 
with the impression-that it is not very im- 
portant or useful to find out what he does 
mean. z. 


TEXT-BOOK OF OPHTHALMOLOGY. By Ernst Fuchs, 
Professor of Ophthalmology in the University 
of Vienna. Authorized Translation from the 
11th revised and greatly enlarged German edi- 
tion, with numerous additions by Alexander 
Duane, M.D., Surgeon Ophthalmic and Aural 
Institute, New York. With 441 Illustrations; 
3d Edition. J. B. Lippincott & Co., Philadel- 
phia, 1908. Price $6.00. 


It is with unqualified pleasure that the 
reviewer puts his stamp of approval on this 
book. To be able to state sincerely and 
truthfully, without limitations, exceptions, 


or apologies that in his opinion no superior’ 


text-book on ophthalmology has ever been 
published, is in itself a genuine satisfaction. 
Unfortunately it often happens that the re- 
viewer considers it to be his duty to praise 
for the sake of the author or the publisher 
or for some personal reason the book he 
is reviewing, and he criticizes sparingly and 
usually in unimportant details, or avails 
himself of the opportunity to show to the 
readers of his review his own superior wis- 
dom or knowledge of the literature. 

For twenty-five years Fuchs has been a 
household word among ophthalmologists, 
and his works have found places in the 
libraries of most of them. They felt they 
could not afford to be ignorant of the 
theories and methods of practice of the’ man 
who instantly became famous upon the pub- 
lication of his monograph “The Prevention 
of Blindness.” The ten previous editions 
of his text-book were received with great 
and increasing favor. His industry, intel- 
ligence, and ability made him the able suc- 
cessor to his distinguished chief, von Arlt, 
and his agreeable personality made him 
popular with the many American and Eng- 
lish students who sought his instruction in 
his Vienna clinic. 

A detailed review of the third English 
edition is unnecessary. Dr. Duane has not 
only faithfully translated the original, but 
has rendered it in his familiar and correct 
English. Moreover, he has added numer- 
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ous interpolations, explanatory, timely, and 
well selected, that add immensely to the 
value of the book, especially to the Ameri- 
can student. Dr. Duane has won a well de- 
served reputation not only as a translator 
but as a thoughtful student of the most ab- 
struse of subjects pertaining to ophthal- 
mology and as a careful and able writer. 
Both names, that of the author and that of 
the translator, are a guarantee of the value 
of the book, representing as they do Ger- 
man and American modern practice. 

To illustrate the author’s method of treat- 
ing his subjects a few abstracts are here 
given. The choice of material has not been 
made with the thought of comparison with 
other subdivisions or with the writings of 
other authorities, but simply as an indi- 
cation of the thoroughness and practical 
character of the treatment that prevails 
throughout the entire work. Ophthalmolo- 
gists have been particularly interested in 
Fuchs’s recent exposition of “proliferating 
uveitis,’ commonly known as sympathetic 
ophthalmia. In this connection he says: 
“Sympathetic inflammation develops some- 
times in immediate conjunction with pre- 
ceding symptoms of sympathetic irritation, 
sometimes without any intermediary symp- 
toms at all and quite unforeseen.” It is sup- 
posed that the sympathetic disease may ap- 
pear not only in the form of an iridocyclitis, 
but also under some other guise. The 
greatest variety of affections have been 
described as sympathetic. Among non-in- 
flammatory affections, cases of paralysis 
of accommodation, of amblyopia, and of 
blepharospasm have been adduced as sym- 
pathetic; among inflammatory affections in 
the posterior division of the eye, neuritis, 
choroiditis, and glaucoma; and in the an- 
terior division of the eye, conjunctivitis and 
keratitis. The fact that an eye has been 
destroyed through traumatism by no means 
justifies us in regarding, without further 
proof, any subsequent disease of the other 
eye as sympathetic. “These and other con- 
siderations against the optic nerve and cili- 
ary nerve pathways have led to the view 
that perhaps the transfer of the noxious 
influence, which presumably consists of bac- 
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teria, takes place by means of the blood 
current in a way analogous to that of metas- 
tases.” Of the treatment of glaucoma 
simple, that much-discussed subject, he says 
“it is not a question of interfering within 
a few days or weeks, as is often the case 
in inflammatory glaucoma, but even here 
the operation should not be long deferred; 
the earlier we operate, the better results we 
obtain.” 

The contents are divided into four parts: 
the examination of the eyes, the diseases 
of the eye and its appendages, the anomalies 
of refraction and accommodation, and oper- 
ations. No important detail is omitted, and 
the thoughts are clothed in language both 
interesting and instructive. The work ap- 
peals to the student of ophthalmology, the 
oculist, and to the general practitioner. No 
extracts and no favorable reviews can con- 
vey an adequate conception of the immense 
value of this book. One should read it 
thoughtfully and deliberately, and then he 
should study it, and finally he should refer 
to it for help in the diagnosis and treatment 
of every dubious case. He will find it ful- 
fils every requirement of a modern text- 
book. H. F. H. 


ProcressivE Mepicine. A Quarterly Digest of 
Advances, Discoveries, and Improvements in 
the Medical and Surgical Sciences. Edited by 
Hobart Amory Hare, M.D., assisted by 
H. R. M. Landis, M.D. Volume I, March, 
1908. Lea & Febiger, Philadelphia, 1908. 
The present volume of Progressive Medi- 

cine, the first for the current year, contains 

an exhaustive article of over 100 pages 
upon the etiology of the head, neck, and 
thorax by Dr. Charles H. Frazier, whose 
articles upon this important subject in 
previous issues have proved so exhaustive 
and valuable. We consider that the present 
article is the best that Dr. Frazier has ever 

contributed on this subject. It reveals a 

wide investigation of current literature and 

the result of personal experience. That 

upon the infectious diseases, by Robert B. 

Preble, containing 40 pages, is also of con- 

siderable interest, and while it is shorter 

than usual, its author points out that 
though the literature has increased in vol- 
ume the number of noteworthy facts and 
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advances have been comparatively meager. 
In discussing the question of opsonic 
methods in diagnosis and treatment, Dr. 
Preble expresses a view which has been 
held by the writer of this notice to the effect 
that results are not such as to warrant the 
great enthusiasm shown by some. Dr. 
Crandall’s article upon diseases of children 
is 30 pages in length, and deals with many 
interesting practical problems, such as the 
gastrointestinal diseases of children, ha- 
bitual vomiting in infants, infant foods, and 
the significance of albuminuria and hema- 
turia in this class of cases ; and in Dr. Kyle’s 
article upon rhinology and laryngology, a 
careful consideration of the newer oper- 
ative procedures in this field of special 
medicine is presented. The closing article 
of the volume, by Dr. Arthur B. Duell, of 
New York, upon otology, is a brief but very 
excellent summary of many of the advances 
which have been made in this special de- 
partment of medicine. 


THE DIAGNOSIS AND TREATMENT OF PULMONARY 
TusBercuLosis. By Francis M. Pottenger, 
A.M., M.D. William Wood & Company, New 
York, 1907. Price $3.50. 

This manual of nearly 400 pages, written 
by Dr. Pottenger, with whose contributions 
to the THERAPEUTIC GAZETTE many of our 
readers are familiar, has been prepared, as 
its title-page indicates, with the special 
purpose of emphasizing the important facts 
in connection with the diagnosis and treat- 
ment of this wide-spread disease. In con- 
nection with treatment it is important to 
remember, as Pottenger points out, that 
there are six classes of remedial measures 
to be considered: 

First, those which aid in bringing about 
immunity by restoring the natural resist- 
ance of the individual, or, in other words, 
those agencies, such as fresh air and sun- 
light, which increase his vitality. 

Second, those measures which aid im- 
munity by stimulating the body cells to the 
production of specific protective substances, 
in which class, of course, is considered the 
employment of tuberculin and opsonic vac- 
cines. 

The third class consists in the develop- 
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ment of protective substances by protective 
bodies derived from animals—in other 
words, antitoxins, a source which at pres- 
ent is largely hypothetical. 

The fourth series of measures consist in 
those which will increase the flow of blood 
or lymph to the area of disease. 

Fifth, those measures which relieve dis- 
tressing symptoms; and last of all, those 
which are directed toward the combating 
of the associated mixed infections. 

The volume is divided into twenty-two 
chapters, with an appendix containing five 
chapters. The first seven chapters are de- 
voted to the etiology, symptoms, and signs 
of tuberculosis in its various stages, and 
the remaining chapters to prognosis, pro- 
phylaxis, and treatment. The appendix 
deals with the duties of the state in pre- 
venting the spread of tuberculosis, the 
study of tuberculous infections, and a con- 
sideration of the culture products used in 
the treatment of the disease; and last of 
all, a so-called critical study of tuberculin 
and allied products based upon a collective 
investigation. 

The volume closes with an exhaustive in- 
dex. 

Although specialists in the care of tuber- 
culosis and general practitioners may differ 
from Dr. Pottenger at times in the views 
which he expresses, the book is undoubt- 
edly a valuable one, and contains much 
that is of great interest and importance to 
every practitioner of medicine. 


Nervous AND MENTAL Disgases. Edited by Hugh 
T. Patrick, M.D., and Charles L. Mix, A.M., 
M.D. The Practical Medicine Series. The 
Year Book Publishers, Chicago, 1907. 


This small volume, about the size of 
ancient Braithwaite’s Retrospect, familiar 
to many of our readers, contains about 250 
pages, and is devoted, as its name indicates, 
to a consideration of the literature of nerv- 
ous and mental diseases for the preceding 
twelve months. Only 18 pages are devoted 
to Mental Diseases out of the 277 pages of 
the volume, the rest being given to the 
neuroses, diseases of the brain and its 
meninges, the cord, and peripheral nerves. 
Anything which Dr. Patrick contributes in 
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the way of neurological work is always well 
done, and this is no exception to the gen- 
eral rule. 


TuHeE Practice oF MEDICINE For Nurses. By 
George H. Hoxie, A.M., M.D. W. B. Saun- 
ders Co., Philadelphia, 1908. Price $1.50. 
The purpose of this small book, as its 

title indicates, is to provide trained nurses 

with a summary of the chief symptoms of 
the various diseases which they will com- 
monly be called upon to care for under the 
direction of a competent physician. It is 
always a difficult task to prepare a work of 
this kind. On the one hand there is the 
danger of saying too little, and on the other 
there is that of giving so much instruction 
that the nurse will take it upon herself to 
carry out methods of treatment which will 
be disastrous on the principle that “a little 
knowledge is a dangerous thing.” Be- 
tween this Scylla and Charybdis Dr. Hoxie 
has sailed a safe and satisfactory course, 
and the book can be recommended for the 
class of readers for which it was prepared. 


A CHEMICAL Basis OF PHARMACOLOGY. By 
Francis Francis, D.Sc., Ph.D., and J. M. For- 
tescue-Brickdale, M.A., M.D. Edward Arnold, 
London, 1908. Price 14s. 

This volume is not in any sense of the 
word intended as a text-book of 
peutics or pharmacology. 


thera- 
On the contrary, 
as its title indicates, it is prepared with the 
object of providing us with a conception 
of what has been done in connection with 
the important subject of the relationship of 
chemical constitution and __ physiological 
action, a field in which perhaps the most 
work has been done by Crum-Brown, 
Fraser, and Stokvis. It is, more accurately 
speaking, an introduction to pharmaco- 
dynamics based upon the study of carbon 
compounds, and many interesting illustra- 
tions are given to show how a change in 
the chemical formula or construction of a 
given product will very materially alter its 
physiological effect. It is emphatically the 


best summarization of our present knowl- 
edge of this subject which has appeared, and 
can be cordially commended for the excel- 
lent presentation of what to most men is a 
somewhat involved analytical subject. 
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PARIS LETTER. 


BY R. H. TURNER, M.D. (PARIS). 


At a recent meeting of the Society of 
Dermatology Dr. Audrain, of Caen, de- 
scribed the excellent results he had obtained 
in the treatment of prurigo of Hebra by 
broth made with fresh pig’s liver. Every 
other day one hundred grammes of liver 
was hashed up and crushed, a glassful of 
boiling water poured over it, and the whole 
After 
filtration the liquid was given the child in 
After the third day 
the pruritus disappeared and sleep was 
natural. 


allowed to digest for three hours. 
three or four doses. 


After ten days there were no more 


ie 
Ss? 


signs of scratching; the doses were given 
at more infrequent intervals, and in six 
weeks there was not a trace left of the dis- 
ease. 

Drs. Stodel and Galup have cured a large 
syphilide of the breast by means of intra- 
muscular injections of colloidal mercury 
prepared by one of the authors in the lab- 
oratory of Professor Dastre at the Sor- 
bonne. Eleven injections of three cubic 


centimeters each were sufficient to obtain 
a cure. 

It is interesting to note how the sums left 
for charity vary every year in France. In 
1903 the 80,000,000 
francs; in 1905 the total was only 39,360,- 
000 francs. 


that the Israelites give even more than the 


amount aggregated 
The religious institutions show 


Roman Catholics, 29,775,000 francs being 
credited to the former and 27,440,000 francs 
to the latter. 
culosis have singularly diminished, falling 
from 1,147,000 francs in 1903 to 112,000 
francs in 1906. 


The bequests for tuber- 


The Pasteur Institute has 
only received 10,000 francs during the last 
two years. 

In a recent number of the Presse Médicale 
Dr. Chaput has described the technique he 
employs at the Lariboisiére Hospital when 
performing an operation by rachistovain- 
ization. 
a long slant, and the solution he injects 
contains in each cubic centimeter one milli- 


He prefers to use a needle cut on 
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gramme of scopolamine and one centi- 
gramme of morphine. One-fourth of this 
is injected an hour and a half before the 
operation. Dr. Chaput prefers to employ 
stovaine alone rather than a mixture of co- 
caine and stovaine, and the dose to be used 
varies according to the operation—4 centi- 
grammes for the arms and the lower limbs, 
5 centigrammes for hernias, 6 centigrammes 
for laparotomies, and 8 or 9 centigrammes 
for operations on the breast and arm. A 
solution of 20-per-cent caffeine should al- 
ways be ready in case of need as well as 
some artificial serum. Another point on 
which Chaput insists is the usefulness of re- 
moving a certain amount of cephalorachi- 
The amount varies between 
10 and 30 cubic centimeters, according to 
the part operated on, the smaller amounts 
being sufficient when the lower limbs or 
arms are operated on. Syncope is seen in 
aged patients, and in one case Chaput was 
obliged to inject caffeine and serum. When 
the accidents the following 
means should be employed: Caffeine in the 
reclining position, and serum under the 
Dr. Chaput has had 


dian liquid. 


are serious 


skin or into the veins. 
a case of tardy hemiplegia in a patient 
seventy years old, whose family refused to 
allow a certain amount of liquid to be re- 
moved when headache and nervous symp- 
toms came on. 

In one of my preceding letters I spoke 
of the preventive treatment of syphilis by 
the use of calomel ointment. At a recent 
meeting of the Society of Medicine of Paris 
Dr. Butte demonstrated that in two cases 
this ointment did not prevent the appear- 
ance of syphilis. Dr. Paul Guillon also 
cited three cases, and in the French army 
this ointment is not considered infallible. 

At one of the receht meetings of the 
Academy of Medicine Dr. Widal, the 
champion of the treatment of Bright’s dis- 
ease by the limitation of the amount of salt 
taken, discussed the advisability of limiting 
the amount of liquids taken by patients suf- 
fering from Bright’s disease. Dr. Widal 
reminded the assembly that Von Noorden 
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had already shown what disastrous effects 
resulted from giving these patients too 
much liquid. Usually a patient can stand 
drinking two liters of liquids, but this 
amount is too large in certain cases. The 
milk diet which has so often been given to 
these patients led to the absorption of four 
or five liters of milk, an amount which 
caused fatigue of the heart and vessels. Dr. 
Widal considers milk a most useful adjunct 
of the vegetarian diet, but its use should 
not be carried to excess. 

The first of the lectures of the medical 
entente cordiale took place two weeks ago 
at the Faculty of Medicine, and Sir Dyce 
Duckworth spoke on diatheses and the 
personal factor in the treatment of disease. 
Sir Dyce Duckworth’s discourse was a plea 
in favor of the older principles of consider- 
ing not only the disease, but also the pa- 
tient, and his remarks were those of a 
champion of the ideas on humorism and 
diatheses. Each patient’s constitution is an 


important factor in the character of the 
disease, and in the treatment of a morbid 
condition this fact should not be lost sight 
of. The role of the physician is not only 


to make a careful diagnosis, but also to 
know how to treat the disease, and in this 
a physician is as much an artist as a man 
of science. 

Dr. Ausset, of Lille, has studied the re- 
sults of the tuberculin ophthalmic reaction 
in children. Out of 300 cases there were 125 
positive reactions, 56 slight and 49 quite 
intense. No accidents were seen even in 
six very pronounced cases. Out of 28 cases 
that were clearly tuberculous 24 reacted. In 
35 cases which were suspected of tubercu- 
losis 21 reacted, and they all proved ulti- 
mately to be tuberculous. When this 
reaction is tried on patients who are living 
with tuberculous subjects the results are 
generally positive, 61 per cent showing the 
reaction, whereas in 191 cases where there 
was no heredity the reaction was only 
noticed in 31 per cent. Where the children 
have had measles, whooping-cough, or 
adenoid vegetations, the results are very 
useful, and Dr. Ausset considers this 
method a most valuable one in clinical in- 
vestigations. 
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The public health in Paris during the 
last month has been fairly good. Typhoid 
fever remains relatively rare, there being 
only four to seven deaths weekly caused by 
this disease. Smallpox is quite rare, but 
on the other hand measles is very prevalent, 
21 deaths being due to this disease, and five 
to scarlet fever, during the last week. 
Grippe is not at all as prevalent as in Eng- 
land, and the general mortality is quite in- 
consequential compared to that in other 
countries. In the northern part of France 
there is quite an outbreak of grippe at 
Verdun, a military town, where fourteen 
soldiers have died from this affection dur- 
ing the last month. Pneumonia is not com- 
mon, and does not show itself as frequently 
as in New York. 

Dr. Masini has indicated in a thesis sus- 
tained recently at the Paris Faculty of 
Medicine what the ideas of Professor Reclus 
are on the treatment of complicated frac- 
tures due to the crushing of a limb. Ina 
first period right after the accident there is 
stupor of the tissues, traumatic shock, and 
hemorrhage. Medical treatment is the only 
advisable one at this time. The surgeon 
only has to stop hemorrhage, or to ampu- 
tate when there are only a few shreds to 
cut through. In the second period, which 
lasts about fifteen days, the patient runs 
the greatest risks. Still efforts should be 
made to save the limb unless it is at the 
expense of the life of the patient. In the 
third period there are local complications, 
such as suppuration, causing necrosis of the 
bones and soft parts. Thanks to Reclus’s 
treatment, it is often possible to save the 
limb. A fourth and last period is some- 
times seen, characterized by pseudarthrosis. 

Dr. Reclus’s method consists in washing 
the wounds with hot saline solution and 
oxygenated water. When the wound is 
well washed and hemostasis assured, an 
ointment made with vaselin containing bi- 
chloride of mercury, carboiic acid, iodo- 
form, boric acid, salol, and antipyrin is ap- 
plied. A plaster splint is adjusted and the 
limb placed in a cradle. The dressing is 
only changed after three weeks. Injections 
of serum are of course very useful. 





